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REVIEW BODY ON DOCTORS’ AND DENTISTS’ REMUNERATION 


The Review Body on Doctors’ and Dentists’ Remuneration was appointed in 
July 1971 to advise the Prime Minister on the remuneration of doctors and 
dentists taking any part in the National Health Service. 

The members of the Review Body are: 

Sir Ernest Woodroofe (Chairman) 
Professor R. H. Graveson, C.B.E., Q.C. 
Dame Mary Green, D.B.E. 
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Sir Peter Menzies 
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Raymond W. Pennock, Esq. 


Sir William Slimmings, C.B.E. 


The Secretariat is provided by the Office of Manpower Economics. 
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CHAPTER I 
INTRODUCTION 


1. We drew attention in our Sixth Report! to the three main aims of the 
Royal Commission on Doctors’ and Dentists’ Remuneration in 19602 in 
recommending that the present form of review machinery should be adopted: 


i. to avoid recurrent disputes between Government and the professions 
about remuneration; 


ii. to provide some assurance to the professions that their standards of 
living would not be depressed by arbitrary Government action and 
thus to engender confidence that their remuneration would be 
settled ‘“‘on a just basis’’; 


iii. to safeguard the taxpayer who has to foot the bill. 


These aims were valid in 1960 and in 1976, and they remain valid today. But 
this is the fourth time since we were appointed in 1971 that we have had to 
carry out our main annual review against the background of restraint measures 
which, in their most recent form, simply cannot be applied to some parts of 
the medical and dental professions ‘‘on a just basis’. We shall spell out 
later in our report some of those anomalies and injustices that are peculiar 
to the professions. We have taken full account of the general measures 
designed to deal with the economic problems of the country as important 
factors in our deliberations and we have concluded hitherto that, so long as 
the general measures are applied consistently throughout the community, they 
should apply to doctors and dentists. On each occasion, the professions too 
have accepted the need to comply with the restraint measures, provided that 
they are applied with equal vigour across the board. But continued acceptance 
cannot be taken for granted if restraint measures that involve injustice continue 
indefinitely. 


2. In common with many others in the community at comparable income 
levels, doctors and dentists have suffered a drop in their standards of living as 
a result of the redistribution of income brought about by the form of the 
restraint measures, by taxation, and by the effects of inflation over the past two 
years. Just under half of all doctors and dentists did not qualify (because of the 
£8,500 ceiling) for the increases recommended in 1976, which were the maximum 
permissible within the pay limits at that time. The increases for those who were 
eligible amounted to 6 per cent on average compared with the rise in the cost 


"Review Body on Doctors’ and Dentists’ Remuneration, Sixth Report, 1976—Cmnd. 6473, 
May 1976 (paragraph 6). 

?Report of the Royal Commission on Doctors’ and Dentists’ Remuneration 1957-1960 
—Cmnd. 939, February 1960 (paragraphs 403-405). 
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of living as measured by the retail price index of 19 per cent for the year to 
April 1976. The cost of living has continued to rise since then, and at a rate 
that exceeds the increase in earnings allowed under the current pay limits. 
Against this, some relief has been afforded by the changes in income tax made 
last year and additional relief will be provided by the further changes announced 
recently by the Chancellor of the Exchequer for the coming year. The effect 
of all these factors on individuals will vary with personal circumstances but, 
taking a married man with two children under 11 years old as an example, 
between April 1975 and April 1977 the living standards! of a general medical 
or general dental practitioner with average earnings, or of a consultant with 
a few years’ seniority, will have fallen by about 20 per cent (Appendix A). 
The fall in living standards of junior hospital doctors and dentists is much less 
marked when average income from extra duty allowances and Class A/B salary 
supplements are taken into consideration: the corresponding drop ranges from 
8 per cent for new entrant house officers to 10 per cent for senior registrars 
on the scale maximum. By comparison, the fall in living standards over the 
same period of the average wage and salary earner (again taking a married 
man with two children under 11) is expected to be 6 per cent, and the fall 
in income (using a forecast for the second quarter of 1977 from the National 
Institute of Economic and Social Research) is between 34 and 4 per cent?. 
The fall in living standards for doctors and dentists other than those in the 
hospital training grades has been more severe than for many salary earners at 
comparable income levels because of the timing of the introduction of the 
restraint measures: but this is true of the greater part of the public services— 
including university teachers—because of the same accident of timing of their 
pay reviews. In the case of these doctors and dentists, average gross remunera- 
tion fell behind by about 14 per cent between April 1975 and April 1976 relative 
to those at comparable income levels: the shortfall for the medical and dental 
professions as a whole by comparison with our revised estimate of the position 
at April 1975 when we last brought doctors’ and dentists’ pay into proper 
relationship with the pay of other professional groups is 10 per cent on average 
(Appendix B). The whole situation is made worse by the anomalies with 
which the pay structure is now riddled as a result of the particular form of the 
restraint measures. 


3. We recognise that, in the short term, some injustices may be inevitable 
in current circumstances, but we are bound to point to the consequences if 
a rational and orderly pay structure is not restored before long for doctors 
and dentists in the National Health Service. Only when this is possible 
will confidence be restored. Morale has suffered a serious decline in the 
last few years, and we see it as essential for the effectiveness of the National 
Health Service and for the good of the community as a whole for this decline 
to be reversed. We also see very real difficulties in the way of continuing 
to function as an independent Review Body unless it again becomes possible 
for us to have full regard to the principles behind the aims so clearly expressed 
by the Royal Commission on Doctors’ and Dentists’ Remuneration (paragraph 
1) in the exercise of our collective judgment. 


‘As measured by income after tax, including family allowances, at constant prices. 
These figures do not include the effect of the proposed 1977-78 tax changes. 
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4. The recommendations in our Sixth Report reflected the general measures 
for pay restraint for the year from 1 August 1975 introduced in the White 
Paper “The Attack on Inflation” in July 1975!, and were accepted by the 
Government. These measures included a limit of £6 a week on increases in 
an individual’s full-time remuneration in the year to 1 August 1976, subject 
to an earnings ceiling of £8,500 a year on eligibility for an increase. An 
immediate effect of the measures was the deferment of the implementation of 
the second (and final) stage of the 1 April 1975 increases in salaries above 
£13,000 that had been due to be paid with effect from 1 April 1976 in a wide 
area of the public services, including the National Health Service. Where 
fixed incremental pay scales were in operation, increments were withheld if 
earnings would otherwise have risen above £8,500 a year: this affected some 
hospital and community doctors and dentists?. New seniority allowances were 
withheld from general medical practitioners and general dental practitioners 
in the same circumstances. New distinction awards to replace those that 
lapsed because of the retirement, resignation or death of the holder and those 
recommended in our Fifth Report? were also withheld. But in all cases where 
increases had been staged or where payments were withheld (increments, 
distinction awards and seniority allowances), credit was given for them for 
superannuation purposes in recognition of the fact that the recommendations 
had been accepted by the Government and, in normal circumstances, would 
have been implemented. 


5. The second year restraint measures cover the 12-month period from 
1 August 1976 and were introduced in the White Paper “The Attack on Inflation 
—The Second Year” in June 19764. Under them, pay increases are again 
limited on an individual basis, on this occasion to 5 per cent of total earnings 
subject to a maximum of £4 a week and a minimum of £2-50 a week, and the 
requirement that a 12 month interval should elapse between pay increases 
continues. Those who have had no increase since 1 August 1975 because of 
the £8,500 earnings ceiling under the previous measures, are not eligible for an 
increase until 12 months after the date on which they would otherwise have 
qualified for one had it not been for the existence of the ceiling. An increment 
which had been withheld from payment under the previous measures can now 
be paid on the anniversary of the date on which it was originally due; alterna- 
tively, if a further and larger increment has become due, it can be paid instead. 


6. Little attention has been paid in formulating the second year measures to 
the comments in our Sixth Report® on the many anomalies that had already 
arisen in the well-established pay systems for the medical and dental pro- 
fessions, some of which we believe, from our collective experience, to be 
peculiar to those professions. We give two examples: 


6e 


. . the pay systems for general medical practitioners and general 
dental practitioners have to provide for widely varying workloads in 


'Cmnd. 6151, July 1975. 
pronsullanta, district community physicians, and area and regional medical and dental 
officers. 
3Review Body on Doctors’ and Dentists’ Remuneration, Fifth Report, 1975—Cmnd. 6032, 
April 1975. 
*4Cmnd. 6507, June 1976. 
ag cee Body on Doctors’ and Dentists’ Remuneration, Sixth Report, 1976—Cmnd. 6473, 
May 1976. 


terms of numbers of patients, and for widely different levels of expenses 
directly related to patient care. They are based on fee scales and 
forecast practice expenses which, taken together with seniority payments 
reflecting experience and qualifications, are designed to provide a level 
of net remuneration that relates the individual’s contribution equitably 
to the standards that we recommend as average. The counter-inflation 
measures of 1972-74 were not readily applicable to pay systems of this 
kind, and the present measures are still less so . . .”’ (paragraph 3). 


**.. . The withholding of increments and distinction awards from senior 
hospital and community doctors and dentists, and of seniority allow- 
ances from general medical and general dental practitioners is of 
particular significance, as it will reduce the normal pay expectations of 
these doctors and dentists . . .”” (paragraph 16). 


7. A further year with fixed individual pay limits has accentuated the anomalies. 
For example, the earnings of general medical practitioners and general dental 
practitioners will reflect variations in their workloads still less equitably than 
in the last twelve months. This is because the current restraint measures 
require increases to be in the form of a supplement to earnings in the same way 
as under the previous measures. For the same reason, certain entirely new 
anomalies will be created as a result of the arrangements that have been found 
necessary to continue payment of last year’s £312 supplement in the current 
year. We have been told that existing general medical and general dental 
practitioners who were ineligible for the £312 supplement in 1976 because of 
the £8,500 earnings ceiling will remain ineligible for it this year (although they 
may currently earn less than £8,500), but that new principals who have entered 
general practice since 1 August 1976 will receive it, regardless of their earnings. 
On the other hand, the arrangements for deciding the eligibility of hospital 
and community doctors and dentists will be unchanged and, as a result, the 
£312 supplement will not be paid to those doctors or dentists on points of the 
scale which, with the supplement, would bring their earnings to more than 
£8,500 a year: all those who qualified for the supplement last year will retain 
it as they move up the scale. Thus, different treatment is to be accorded 
between newly-appointed principals and existing principals in general practice, 
and also between new appointments in general practice and new appointments 
in the senior grades of the hospital and community health services. We 
cannot see any logic in these arrangements. The effect of the decision to 
pay one increment only to hospital and community doctors and dentists where 
a second has become due has been to create a new anomaly, in that those 
who have ‘lost’ an increment have, in pay terms, been overtaken by all those 
who qualified for the same payments up to a year later. The fact that this 
is not peculiar to doctors and dentists, and that it has happened in all cases 
where an incremental pay scale or other pay arrangements span the £8,500 
earnings ceiling, does not lessen its impact as an anomaly. We repeat what 
we said in our Sixth Report: the longer the anomalies and injustices created 
by the application of restraint measures that are unsuited to the pay structure 
are allowed to continue, the more acute they become. 
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8. The legitimate pay expectations of doctors and dentists have been reduced 
as a result of the particular form of the measures. The amounts of pay ‘lost’ 
by individual doctors can be substantial: for example, consultants and com- 
munity physicians who were on the second point of the salary scale when the 
pay restraint measures were introduced (in July 1975)! may lose £2,367 (over 
three years); consultants and community physicians who received new dis- 
tinction awards in the Advisory Committee’s 1975-76 review with an effective 
date of 1 January 1975 may lose between £2,394 and £3,558; general medical 
practitioners who qualified for a third payment for seniority after 25 years as 
a principal? may lose £585; and general dental practitioners who qualified for 
a seniority payment on reaching 55 years of age* may lose up to £520. These 
are examples only. In addition, the deferment of the implementation of the 
second stage of the 1 April 1975 increases in salaries above £13,000 a year has 
already involved a loss over the last 12 months of between £1,229 and £2,742 
for consultants who have B, A or A+ distinction awards. We estimate that 
the remuneration of over one-third of all consultants will have been affected 
in one or more of these ways. We cannot see how the continued withholding 
of part of a salary increase that has been accepted as due on 1 April 1975 
before the introduction of the pay restraint measures can be justified. 


9. Weare aware that anomalies of one kind or another will have been created 
in other pay structures at parallel levels, particularly in management. But 
we are concerned with doctors and dentists in the National Health Service, and 
we doubt whether so many and varied anomalies can have been created in any 
other single field. Furthermore, some of them have been seriously exacerbated 
by Government decisions in the face of expediency. One of the more serious 
distortions arises from the way in which the new contract for junior hospital 
doctors and dentists* has been implemented: as a result, on promotion the 
majority of maximum part-time consultants and many full-time consultants now 
receive less than their senior registrars (or even their registrars). A distortion of 
the pay structure of this magnitude ought not to be accepted in other than the 
most exceptional circumstances and in the short term only. It undoubtedly 
acts as a deterrent to those who are in the field for promotion; moreover, it 
is bound to create dissatisfaction and a sense of injustice among consultants. 
It is true, of course, that consultants can look forward to higher earnings in 
the longer term, but this does not lessen the injustice of the present situation, 
particularly in a time of inflation. In our experience, no organisation—be it 
in the private sector or in the public services—can be expected to function 
effectively if the pay structure itself is so wracked with anomalies that injustice 
is manifest within it. It is against the background of the need for pay restraint 
as one ingredient of the policies required if inflation is to be contained, and 
of the declared policy of the Government to provide a degree of flexibility in 
the measures that are under consideration for introduction from 1 August 


"Because of the shortening of the scale from nine increments to four (in April 1975), these 
include consultants and community physicians appointed on the scale minimum from one 
to three years earlier. 

*Subject also to having been registered for 30 years and having attended the required 
number of postgraduate educational sessions. 

3Subject also to having received total net remuneration of £13,000 in the preceding 10 years. 

‘The new contract was introduced with effect from 9 February 1976. 
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1977, that we urge that the flexibility in practice should be sufficient to enable 
us to make a start on the restoration of order to the structure. Unless some 
freedom of manoeuvre is provided which will enable a move to be made towards 
bringing the pattern of pay into a proper relat.onship with the levels of pay 
of other professional groups, the pay structures of the medical and dental 
professions will be frozen into the general pay structure at a level dictated by 
chance. This would be unacceptable. 


CHAPTER 2 
OUR GENERAL CONCLUSIONS 


10. We have considered written and oral evidence from the Health Depart- 
ments on behalf of the Government and from the Review Body Evidence 
Committee (the Joint Evidence Committee) of the British Medical Association 
and from the British Dental Association on behalf of the medical and dental 
professions. On this occasion, we have also examined particular problems 
in discussion with the Secretary of State for Social Services and the Parliamentary 
Under Secretary for Scotland. We have received written submissions from 
the Hospital Consultants and Specialists Association’, from the Junior Hospital 
Doctors Association?, from the Association of Scientific, Technical and 
Managerial Staffs on behalf of their junior hospital doctors’ section, and from 
the General Dental Practitioners’ Association. We have also received 
submissions from individual doctors and groups of doctors. 


11. The Joint Evidence Committee have asked us to recommend the maximum 
increase consistent with the current pay limits for all doctors in general medical 
practice and in the community health service, and for doctors and dentists in 
the hospital service; in addition, they have sought a further increase of 10 
per cent for general medical practitioners by reference to what they judge to 
be an equivalent increase in workload over the past twelve months. They 
have asked that, in the case of junior hospital doctors and dentists, part of the 
increase should be used to meet the cost of changing the basis of remuneration 
under the new contract to include payment of Class A/B supplements for the 
time spent in providing cover for other junior doctors and dentists on leave 
(which, under the agreed arrangements, is undertaken without additional 
remuneration). The Joint Evidence Committee drew attention to the deteriora- 
tion in the earnings position of the medical profession as a whole, both in real 
terms and relative to comparable income groups in the year to April 1976 
(which they saw as substantial), and they estimated that, after allowing for the 
maximum increase permissible within the present restraint measures, in April 
1977 real earnings before tax would be 25 per cent lower than in April 1975. 
They told us that the anomalies and injustices created by the restraint measures 
had become more acute; that the morale of consultants in particular had 


'The Review Body Evidence Committee of the British Medical Association represents the 
Central Committee for Hospital Medical Services, the Hospital Junior Staffs Committee, the 
General Medical Services Committee and the Central Committee for Community Medicine. 
Representation on these committees is open to all doctors regardless of whether they are 
members of the BMA. By agreement with the BDA the Joint Evidence Committee speaks 
for dentists in the hospital service as well as for doctors. The BDA speaks for general dental 
practitioners and community dentists. 

Constituent body of the British Hospital Doctors’ Federation. 
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deteriorated further; and that the future provision of health care to the com- 
munity could be prejudiced permanently if the anomalies were allowed to 
continue. They also referred to the fact that doctors are now free to practise 
in all member countries of the European Economic Community and to the 
implications of this freedom, particularly for younger doctors. In addition, 
they told us that they were considering fresh proposals for new contracts for 
consultants and for medical assistants, and that they aimed to open discussions 
with the Health Departments on these later in the year. 


12. The British Dental Association drew our attention to a reduction in 
dentists’ earnings in the year to April 1976, both in real terms because of the 
application of the pay restraint measures and in relation to those of others in 
the same income groups, whose increases in pay had seemed to them to have 
come closer than their own to the rise in the cost of living. They asked us 
to recommend the maximum increase consistent with the current pay limits 
for all dentists in the general dental service and in the community health 
service (including those on ‘protected’ salary scales'). They referred to the 
distortion of the established pay structure for community dentists and of the 
system of remuneration for general dental practitioners that had resulted from 
the form of the pay restraint measures: they saw this as having affected doctors 
and dentists more severely than most other groups. They asked us to 
recommend the extension of the £312 supplement to all those who had not been 
eligible for it in 1976 because their earnings exceeded £8,500 a year, and the 
restoration of all elements of remuneration that had been withheld under the 
measures, all with retrospective effect to 1 August 1976. They proposed that 
the £312 supplement and the increase that they sought for 1977 should both be 
consolidated into target average net income (and hence into the basic fee-scale), 
in order to restore the established system of remuneration for general dental 
practitioners and avoid possible downward adjustment in the level of fees: it 
would also reduce administrative complications. They expressed concern 
about the detailed structure of increments within the pay scales of adminis- 
trative dental officers and about their relationship to the scales of adminis- 
trative medical officers, and asked us to review these at the earliest possible 
opportunity. They also told us that the necessary steps had been taken 
towards securing recognition of community dentistry by the Royal Colleges as 
a specialty in its own right, and asked us to recommend that regional and 
area dental officers should be eligible for distinction awards in future. 


13. The Health Departments did not make specific proposals for the level of 
increase justified now in the remuneration of doctors and dentists, but the 
general approach in their evidence implied an assumption that an increase at 
the maximum amount permitted within the restraint measures was justified. 
They explained in detail the arrangements for payment in the coming year of 
last year’s £312 supplement, and suggested that the arrangements which had 
been used on that occasion for deciding eligibility for it within the pay limits 


Protected’ salary scales exist for community dentists in the dental officer and senior 
dental officer grades who have not yet been appointed to grades in the new career structure 
for community health dental staff introduced in 1975. 
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should again be adopted in relation to our 1977 recommendations. They 
told us that the restraint measures again require increases to take the form 
of a separate cash supplement. The supplements would be payable in addition 
to earnings for hospital and community doctors and dentists, and as an 
addition to gross fees and allowances for general medical and general 
dental practitioners. They would be additional to the £312 supplement 
recommended in 1976 and, like it, they would be pensionable. All 
doctors and dentists who work full-time in the National Health Service 
(including more than one part of it) would receive the appropriate supplement 
in full, and those who work part-time would receive it on a pro-rata basis. 
They supported the proposal put forward by the Joint Evidence Committee 
that junior hospital doctors and dentists should receive additional Class A/B 
supplements under the new contract when they provide cover for other junior 
doctors or dentists on leave, and they told us that the restraint measures 
require the cost of improvements of this kind in conditions of service to be 
counted against the pay limits with a corresponding reduction in the amount of 
the supplement. They also explained that, under the Government’s inter- 
pretation of the policy, provision for reimbursement of expenses could be 
kept in line with the underlying movements in those expenses without having 
to be counted against the pay limits. They provided us with statistics on 
manpower, workload and detailed payments to doctors and dentists in the 
year to 31 March 1976, and on the contracted units of medical time for junior 
hospital medical and dental staff. 


Our views 


14. We now describe our general conclusions in the light of the evidence 
submitted to us. We have drawn attention to some of the anomalies which 
have already arisen under the pay restraint measures and which have led to a 
reduction in the pay expectations of many doctors and dentists. We have 
referred to the temporary decline that can occur in the position of one particular 
group relative to other groups according to the timing of their pay review in 
an annual cycle and its relation to the effective date of the restraint measures. 
Indeed, when the Joint Evidence Committee saw us on 26 November 1976 to 
discuss changes that had taken place since the 1976 review and to prepare the 
ground for the 1977 review, it was suggested to us that there would be advantage 
in changing the effective date of our annual review recommendations to 1 
August in each year, as this would coincide with the effective date of the 
current measures. We explained that we saw practical difficulties in deferring 
the date of the current review to 1 August 1977 as it would mean that some 
doctors and dentists would have had no review of their remuneration for 16 
months: moreover, the effective date of possible future policy measures might 
be different, as it had been in the past. Meanwhile, the pay limits under the 
current measures represent for doctors and dentists increases in gross income 
terms that range from 5 per cent for house officers to just under 2 per cent for 
consultants on the maximum of the scale: even in net income terms after taking 
into account the effect of the changes in income tax made last year which were 
equivalent to an increase in net income of 0-9 per cent for house officers on 
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the minimum of the scale! and 4:2 per cent for consultants on the maximum 
of the scale?, these increases are well below the increase of 16-2 per cent in 
the cost of living as measured by the retail price index over the past year. 
The case for increases in the general level of remuneration of doctors and 
dentists of the maximum amount permissible within the current pay limits 
is Clear. 


15. We have considered the British Dental Association’s general proposals 
that a £312 supplement should be paid to all those who were ineligible at 
1 April 1976 because their earnings were above the £8,500 ceiling, and that 
all elements of remuneration (increments within salary scales, distinction 
awards for consultants and seniority allowances for general practitioners) 
which have been withheld under the pay restraint measures, should now be 
paid with retrospective effect to 1 August 1976. The same suggestion was 
made to us by the Joint Evidence Committee on 26 November 1976, but we 
were unable to recommend it. The current restraint measures* provide that 
the next increase in pay for all those affected by the £8,500 earnings ceiling 
cannot be earlier than the anniversary of the date on which the increase that 
was ‘caught’ would otherwise have been allowable. In the case of doctors 
and dentists, this is 1 April 1977. They also require the amount of any increase 
between 1 August 1976 and 31 July 1977 to be kept within the current pay 
limits. In addition, none of the payments that were withheld in the 12 months 
up to 1 August 1976 can be restored retrospectively and 12 months must 
elapse before they may be paid. There is no case for preferential treatment 
of doctors and dentists by comparison with others in this respect. 


16. We have also considered the Joint Evidence Committee’s proposal that 
the average net remuneration of general medical practitioners should be 
increased by 10 per cent outside the pay limits in recognition of increased 
workload over the past 12 months. We have not found the evidence sufficiently 
conclusive to support a case for an increase now. We discuss our reasons in 
detail in Chapter 4. 


17. We make our recommendations for each of the groups within the pro- 
fessions in Chapters 3—6. We have been told by the Health Departments that 
the Government accepts that increases for hospital and community doctors 
and dentists do not require to be restricted on account of payment of increments 
within the scales: we are not in a position to make an independent check of 
the calculations ourselves. 


18. The directives which introduce freedom for doctors to practise in all 
member countries of the European Economic Community became effective on 
20 December 1976. We have been told that the measures to put them into 
effect in the United Kingdom, in France and in Italy are expected to be com- 
pleted in the near future; in Denmark and in Italy, there is a surplus of doctors; 
West Germany on the other hand, depends to some extent on the services of 


‘Single. 

2Married with two children under 11 years. 
3Twelve months to February 1977. 
4Comnd. 6507, June 1976 (paragraph 20). 
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overseas doctors. There are shortages in some specialties and in some parts 
of all countries. As we have said before, many factors affect decisions to 
emigrate—language, way of life, social environment, opportunities for training 
and facilities for research, as well as level of remuneration. We are aware 
that, at present, remuneration is significantly higher in the other member 
countries, but this is true of other professions and occupations, and of manage- 
ment generally. Many doctors in the NHS, particularly those in specialties 
such as anaesthetics and radiology that for working purposes require little 
fluency in the language concerned, already seek short periods of employment 
in other European countries. It must be expected, therefore, that some doctors 
will in future seek to practise in other Community countries, and that some 
from those countries will want to practise here. Moreover, a fundamental 
principle of the European Economic Community is that there should be 
freedom of movement of labour between member countries, and it is a feature 
of modern life that younger men and women want to broaden their knowledge 
and experience through close working contacts in other countries to a much 
greater extent generally than even a quarter of a century ago. So far as the 
medical profession is concerned, there are in any case signs that the pattern of 
migration between this country and other countries may be changing as a 
result of recent restrictions placed on foreign doctors who want to practise in 
North America and on doctors from the Indian sub-continent who want to 
practise elsewhere. The net out-flow of fully or provisionally registered 
United Kingdom and Irish-born doctors, which had increased in the three 
preceding years, fell back in 1975-76 to the level of 1973-74. Comparable 
figures are not available for the movement of foreign doctors. We indicated 
last year our concern should a situation arise in which a disproportionate 
number of the most able doctors in this country chose toemigrate. We shall 
continue to keep under review the pattern of migration and its consequences 
for the National Health Service. 


19. Against the background of the evidence put to us, we have taken the 
opportunity to review again both manpower generally and the workloads of 
doctors and dentists in the National Health Service (Appendix C). We last 
did this in 1972, since when the rate of growth in the number of doctors and 
dentists in both the hospital service and in general practice has been more 
rapid than the rate of growth in the population so that, in these terms, the 
provision of medical and dental care under the National Health Service has 
improved. In addition, there has been a significant expansion in home care 
which, since the reorganisations of Local Government and of the National 
Health Service in April 1974, has come under the control of the new com- 
munity health service. No difficulty has arisen in filling the expanding number 
of places in medical and dental schools. The current manpower targets, set 
by the Royal Commission on Medical Education in 19681 and by the Committee 
on Recruitment to the Dental Profession in 19567, have been met. However, 
a paradoxical situation has arisen, in that the number of doctors in the training 
grades is already higher than the number required to sustain the current 


‘Report of the Royal Commission on Medical Education 1965-68: Chairman, Lord Todd 
—Cmnd. 3569, April 1968. : 

Report of the Committee on Recruitment to the Dental Profession: Chairman, Lord 
McNair—Cmd. 9861, October 1956. 
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complement of career posts, although the demand for junior medical staff in 
the hospital service is not yet satisfied. As long as a large number of overseas- 
born doctors continue to seek their training in this country, and as long as a 
high proportion of them do not want permanent employment here, the problem 
is not acute. But it would be shortsighted indeed to assume that the position 
will continue unchanged: if it were to change, it could quickly become acute. 
Early consideration ought to be given to ways and means of meeting the 
clinical requirements while at the same time providing reasonable career 
opportunities for the rising output of young doctors from medical schools in 
the future. In addition, in the light of the slowing down in the rate of popula- 
tion growth in recent years, there is a case for re-examining the present targets 
for medical manpower in each of the main branches of health care, both 
against the changed population forecasts and against more complex criteria 
of need than the extrapolation of past trends that was used in 1968. The 
wide difference between the lowest and the highest ratio of population per 
general dental practitioner in a region indicates that there is significant scope 
for improvement in the provision of general dental services in many parts of 
the country, as well as a need for a more uniform distribution of dentists. We 
hope that serious consideration will be given to the distribution problem by 
the Health Departments and the dental profession, as well as to the future 
manpower needs of the general dental service, with the aim of raising national 
standards of dental health. 


20. Unfortunately the evidence available to us on workload is limited and 
inconclusive. Such indicators as waiting lists and length of hours worked do 
not fully reflect changing clinical complexity brought about through the con- 
tinuing development and application of new techniques which enable more 
patients to be treated and are more demanding in resources. We referred in 
our 1972 Report to the need for detailed studies aimed at obtaining systematic 
information on workload in the different branches of the medical and dental 
professions: we regret that it has not yet proved practicable for these studies 
to be made. We recognised then that it would take time to collect useful 
results, and we are more than ever convinced from developments over the last 
two years that such studies are needed and ought to be made. We hope that 
steps will be taken to make them and to make the results available to us. 


21. We draw attention once again to the anomalies that arise when pay 
increases are restricted at the same time as the pensions of those who have 
retired continue to move in line with changes in the cost of living. Because 
the pay increases permissible under the restraint measures have been sub- 
stantially lower than the rise in the cost of living, those doctors and dentists 
who have retired since April 1976 receive lower pensions than those who 
retired earlier with the same length and pattern of service. As a result, an 
incentive has been created for doctors to retire as soon as they qualify for 
pension. This situation arises in a wide area of the public services, and is one 
result of artificial restriction of salaries combined with inflation-proofed 
pensions at a time of a high rate of inflation. The consequences for the 
National Health Service could be serious, as just over one out of every ten 
practising doctors and dentists is over the qualifying age for pension!. 


'The qualifying age for pension for all doctors and dentists is 60, but hospital doctors and 
dentists may continue to serve until age 65 and may be re-employed thereafter until age 70. 
There is no age limit by which general medical practitioners and general dental practitioners 
must retire. 
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CHAPTER 3 
HOSPITAL DOCTORS AND DENTISTS 


22. We now discuss our detailed proposals on the pay of doctors and dentists 
in each of the main branches within the professions in the National Health 
Service. We follow our usual practice of commenting on the changes that 
have taken place in the manpower position and the workload since our last 
review. We take first doctors and dentists in the hospital service, including 
ophthalmic medical practitioners. The total number of hospital doctors in 
England and Wales has increased by 2:7 per cent in 1976!: this is rather less 
than the average increase of the two previous years. The increase in UK and 
Irish-born doctors in 1976 was slightly lower than in 1975, but the rate of 
increase in the number of overseas-born doctors slowed down and the pro- 
portion declined marginally from 35-2 per cent in 1975 to 34-6 per cent in 1976. 
The number of medical consultants increased by 397 or 3-4 per cent to 11,882. 
One fifth of the increase was attributable to the regrading of senior hospital 
medical officers. The proportion of overseas-born medical consultants 
increased slightly from 14-3 per cent in 1975 to 14:8 per cent in 1976. The 
average age on appointment as a medical consultant remained unchanged at 
374 years. The number of vacant medical consultant posts in England and 
Wales fell marginally from 702 in 1975 to 686 in 1976. Although the recruit- 
ment to advertised posts improved in 1976, the proportion of vacant posts that 
were advertised declined further, with the result that the number unfilled for 
more than a year (either because they had not been advertised or because they 
had not been filled as a result) increased from 242 in 1975 to 278 in 1976. 
Nevertheless, the balance of the posts? that were not occupied by either a full- 
time or a part-time locum was reduced slightly from 97 in 1975 to 95 in 1976, 
or 0-9 per cent of all medical consultant posts. The latest figures for hospital 
workload in Great Britain relate to 1975 and, in that year, the number of 
in-patients fell by 3-5 per cent, and the number of out-patients by 11:3 per 
cent; however, the number of patients awaiting hospital treatment increased 
by 11-6 per cent. The marked decline in the number both of in-patients and 
of out-patients, and the substantial increase in the number of patients awaiting 
treatment result mainly from industrial action taken in the course of 1975 by 
some consultants over the issue of pay beds and by some junior hospital 
doctors over the introduction of their new contract. 


‘Figures in this paragraph relate to numbers in post at end-September in the year indicated. 
7In whole-time equivalent terms. 
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23. We expressed the hope in our Sixth Report! that the discussions on 
improvements to the existing contract for consultants, which had been sus- 
pended on the introduction of the restraint measures, could be resumed and 
brought to an early conclusion. We have been told by the Health Departments 
that, since then, discussions with the professions have been re-opened on a 
without ‘commitment’ basis on the introduction of emergency recall fees, and 
that they are ready to discuss recognition of voluntary extra sessions and 
payment for administrative work on the same basis, since they are all improve- 
ments that had been agreed in principle bcfore the introduction of the pay 
restraint measures in 1975. But the Health Departments are not in a position 
to enter into formal negotiations on any of these matters until developments in 
the Government’s pay policy enable improvements of this kind to be imple- 
mented. The professions have told us that they regard as necessary changes 
of a more radical nature which would incorporate the improvements already 
agreed in principle. Outline proposals for a new consultant contract have 
been put forward, and discussion of them with the Health Departments has 
been started with a view to negotiation and implementation when pay policy 
permits. In view of the length of time that has elapsed since 1972, when we 
were first told that the form of contract for consultants was under consideration, 
we hope that the discussions can be brought to an early conclusion. We 
attach great importance to a thorough and realistic examination of the basis 
of the contract, and we repeat our view (which we expressed in relation to the 
junior hospital doctors’ contract”) that it is inappropriate to relate professional 
salaries directly to length of working hours. We should in any case require 
detailed information on the present pattern of work and responsibilities, before 
we could price a contract which specified an individual consultant’s working 
commitment. We expect to be kept informed on developments. 


24. We have been given further information on the implementation of the 
arrangements for the payment of fees for family planning work undertaken by 
hospital medical staff, which were introduced from 1 August 1975. Under 
these arrangements, payment is made to hospital doctors where this work is 
carried out on social grounds (as a result of the extension of the personal 
medical services provided by the National Health Service) as well as on grounds 
of medical need (for which additional remuneration was not available prior 
to 1 August 1975). We have been told that the implementation of these 
arrangements has been limited by the availability of resources and that, as a 
result of the present severe financial constraints, a few area health authorities 
in England and Wales have not yet implemented them. The present arrange- 
ments provide for the number of fees paid each year to individual consultants 
for certain work? in certain specialties*, or to junior hospital doctors who 
undertake the work at their request, to be restricted, but there is no such restric- 
tion for hospital medical staff in other specialties involved in family planning 
work®. We understand that additional funds to permit fuller implementation 


"Review Body on Doctors’ and Dentists’ Remuneration, Sixth Report, 1976—Cmnd. 6473. 
May 1976 (paragraph 19). 

*Review Body on Doctors’ and Dentists’ Remuneration, Supplement to Fifth Report. 
1975—Cmnd. 6243, September 1975 (paragraph 15). 

‘Surgical procedures and fitting of intra-uterine contraceptive devices. 

“General surgeons, gynaecologists and urologists. 

°Anaesthetists, pathologists and radiologists. 
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of the arrangements are unlikely to be available for some years to come. No 
limitation has been applied to the fees earned by general medical practitioners 
for parallel work. 


25. Our recommendations in the Third Supplement to the Fifth Report for 
pricing the new contract for junior hospital doctors and dentists were designed 
so that, within the limitations of the information available and taking into 
account the expectation of some reduction in hours (paragraph 26), the cost 
of the Class A and Class B supplements would balance the annual cost of extra 
duty allowances!. The Health Departments have provided us with detailed 
information relating to the new contracts that were in operation on 10 May 
1976.. On the basis of the total number in post at 30 September 1975, this 
information implies an annual cost of £30-4m for Class A and Class B supple- 
ments, compared with the auditors’ estimate of £14-2m for the total of extra 
duty allowance payable in 1975-76 on which our recommendations were based. 
We noted then that the cost would vary according to the extent to which the 
pattern and number of hours contracted for differed from those that provided 
the basis of our calculations, and this has happened in the event. Although 
the evidence shows that there has been little change in duty rosters, in practice 
a substantially greater degree of availability and longer hours are being 
contracted for than we were originally led to expect: we estimate that the 
increase in the ratio of stand-by duty to on-call duty accounts for nearly two- 
thirds of the excess over the estimated cost, and the longer hours for just over 
one-third. The pattern of contracted hours shows that, on average for all 
junior hospital medical and dental staff, 93 per cent of all units of medical 
time (UMTs) beyond the standard week (10 UMTs) are being paid for at the 
Class A rate of supplement (for standing by or working at hospital) whereas 
the evidence available from the survey that the Health Departments carried out 
on our behalf between May and July 1975 indicated that 46 per cent of duty 
hours in excess of 40 in the normal working week would be spent on stand-by?: 
the evidence of the survey (which is, of course, limited) was accepted by the 
Health Departments and by the professions as being reasonably representative. 
However, after the submission of our recommendations on the form and level of 
remuneration under the new contract, the Health Departments and professions 
reached agreement that a doctor at home should not necessarily be ineligible for 
the Class A rate of supplement if his availability were the same as when he was 
standing by at hospital. This introduced an entirely new provision into the 
arrangements and we were uneasy about it at the time: but we were told jointly 
by the Health Departments and the professions that the modification was design- 
ed to produce a small measure of flexibility in interpretation—for example, to 
cover the case of a doctor who lived mid-way between two hospitals in the same 
group and was on stand-by for work at both— and that it was unlikely to 
change the balance between Class A and Class BUMTs. The Health Depart- 
ments have now reported to us that, in practice, this provision has been inter- 
preted by the employing authorities quite differently from the way that was 
intended and that, for example, doctors resident in hospital who were on-call 


‘Review Body on Doctors’ and Dentists’ Remuneration, Third Supplement to Fifth Report, 
1975—Cmnd. 6406, February 1976 (paragraph 13). 

2Review Body on Doctors’ and Dentists’ Remuneration, Supplement to Fifth Report, 1975 
—Cmnd. 6243, September 1975 (Appendix B, paragraph 9). 
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in their own quarters have generally been treated as being on stand-by!. 
Action is needed to clarify the definitions of the different types of duty 
outside the standard week so that they can be applied consistently throughout 
the hospital service. 


26. The number of UMTs contracted for implies that the average weekly 
hours of duty? of all junior hospital medical and dental staff are 91-3 hours. 
However, the contracts in operation at 10 May 1976 included a substantial 
proportion entered into on the basis of additional payment for covering for 
other doctors during their absence on annual and study leave, as well as pay- 
ment at the rate for the normal working week during periods of a doctor’s own. 
annual or study leave When allowance is made for this factor, the implied 
average weekly duty hours are reduced to 87-9, compared with the estimate of 
81:5 hours on which our recommendations were based*. As we have men- 
tioned (paragraph 25), the Health Departments have told us that the duty 
rosters on which the new contracts for individual doctors were based have 
mostly remained the same as they were previously. They have suggested that 
the difference in the number of hours contracted for compared with our 
estimate of average weekly duty hours could be attributable to two factors. 
The first of these, which we believe is the main cause of the difference, is that 
many employing authorities have agreed new contracts which include the 
addition of one or more UMTs for ‘flexibility’ outside duty roster hours to 
ensure continuity of patient care and to provide for eventualities, such as late 
work on evenings off and theatre lists or ward rounds which start early or end 
late. The cost of our recommendations was calculated on the basis of the 
agreed method of assessment without additional provision. Second, our 
estimate of average weekly duty hours was based on the distribution of weekly 
duty hours found in the survey and adjusted to be consistent with the auditors’ 
forecast total of extra duty allowances for 1975-76; but some doctors did not 
in practice claim for small amounts of extra duty allowance to which they 
might have been entitled, and others would have been ineligible to claim as 
they had not spent the minimum time of two hours needed to qualify for 
payment, so that more hours were actually spent on duty than implied by the 
extra duty allowances claimed. But this could not have been a significant 
factor and, in any case, the results of the survey were adjusted to take account 
of it. We were also told jointly by the Health Departments and the professions 
that their strong impression was that average weekly duty hours were lower 
than the 85-6 hours found in the survey and that weekly duty hours were falling. 
For these reasons, the pattern and number of hours contracted for differ from 


"Review Body on Doctors’ and Dentists’ Remuneration, Supplement to Fifth Report, 1975 
—Cmnd. 6243, September 1976 (paragraph 12). 

2Average weekly hours of duty include the standard working week of 40 hours and those 
further hours spent on duty either standing by or working at hospital or on-call at home 
during which, when not actually called to patients, recreation or study may be pursued or 
rest taken. Working hours on weekdays are not standard throughout the hospital service, 
but it is generally accepted that the pattern of the normal working day, from start of duties 
to time of hand-over when responsibility for patients is allocated among staff on ‘stand-by’ or 
‘on-call’, is an 8 hour period usually from 9 am to 5 pm. 

3Review Body on Doctors’ and Dentists’ Remuneration, Third Supplement to Fifth Report, 
1975—Cmnd. 6406, February 1976 (paragraph 7). 
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those that provided the basis of our calculations. As a result, the earnings of 
junior hospital doctors and dentists moved ahead by nearly 5 per cent on 
average between April 1975 and April 1976 relative to those at comparable 
income levels. 


27. When the new contract for junior hospital doctors and dentists became 
effective on 9 February 1976, certain matters were left to be settled between 
the Health Departments and the professions. One important issue was the 
treatment of annual leave and study leave. Our recommendations in the 
Third Supplement to the Fifth Report were based on the contracted units of 
medical time as representing hours of duty on an annual basis, including 
time spent providing cover for other doctors on annual or study leave. It is 
history now that, following a failure to agree the method of treatment of 
annual and study leave, the Health Departments issued instructions to employ- 
ing authorities on 12 July 1976 that payment should be made at an annual 
rate on the basis of the contracted weekly hours of duty, including time spent 
providing cover for other doctors on leave: new contracts that had been entered 
into on a more favourable basis (estimated now to have been as just over 50 
per cent in England and Wales but none in Scotland) were to be allowed to 
stand. However, the professions argued that this approach was contrary to 
the spirit of their 12 December 1975 agreement with the Government!, that 
the rate for the normal duty week should apply during periods of annual or 
study leave and that the contractual obligations to cover for other doctors on 
leave should be recognised by additional payment. Agreement was sub- 
sequently reached on 24 August 1976 on the basis proposed by the professions, 
and the Health Departments undertook to support them in proposing to us 
that it should be implemented with effect from 1 April 1977. Meanwhile, the 
basis of remuneration was changed so that junior doctors were paid at the 
rate for their normal duty week during periods of annual or study leave but 
did not receive additional remuneration for providing cover for other doctors 
on leave: the option was given for existing contracts on a less favourable basis 
to be converted to the new basis, and those that were on the more favourable 
basis were allowed to stand. At the same time, it was agreed to recommend 
to health authorities that, where possible and subject to the needs of patients, 
a doctor or dentist should be allowed a minimum of 88 hours per week off 
duty, including freedom from on-call liability. 


28. The professions have suggested that, as a result of the 24 August 1976 
agreement, junior hospital doctors and dentists cannot be required to provide 
cover for other doctors on annual or study leave if it would involve encroach- 
ment on the recommended minimum assured period of 88 hours per week 
off-duty time; they developed this suggestion in relation to a situation in 
which they would agree to provide such cover at the request of employing 
authorities and proposed that, in these circumstances, they should be employed 
on an internal locum basis and remunerated at the basic salary rate, instead 
of at the appropriate Class A or Class B supplement rate. The Health 
Departments have told us that the recommendation on off-duty time was 


‘Review Body on Doctors’ and Dentists’ Remuneration, Third Supplement to Fifth Report , 
1975—Cmnd. 6406, February 1976 (Appendix A). 
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not intended either to introduce an 80 hour duty week, or to define unreasonable 
hours of duty, and that employing authorities will need to assess what is 
reasonable to ask an individual doctor to undertake in the light of the level 
of his or her responsibilities and other relevant factors. 


29. This difference of opinion is yet another example of the problems that 
have surrounded the introduction of the new contract. Like the one that has 
arisen in relation to payments for annual and study leave (paragraph 27), this 
problem highlights the peculiar difficulty of attempting to achieve too precise 
a relationship between the emoluments of a salaried professional group and the 
length of their working hours. In the case of the junior hospital doctors’ and 
dentists’ contract, we commented that the need to combine the care of patients 
(which involves 24 hours cover and is an essential part of their training) with 
continuing study made it impossible to define their hours of duty in precise 
terms, and that the different types of duty made widely different demands on 
individual doctors. We hope that account will be taken of these difficulties 
in the discussions that the Health Departments propose to hold with the 
professions on the working of the new arrangements in practice. The need for 
the degree of commitment implied by the present proportion of Class A UMTs, 
and the requirement for additional UMTs for flexibility are clearly matters 
which require urgent examination. We should like to be informed of the 
outcome of these discussions. 


30. We have again been asked by the professions to relate the present salary 
scale to the standard working week of 10 UMTs. As we said in our Sixth 
Report!, under the terms of the new contract which was introduced with effect 
from 9 February 1976, junior hospital doctors and dentists continue to be paid 
according to the salary scales recommended in our Fifth Report. Those 
salary scales took into account part of the long hours that they spent on duty 
beyond the normal weekly hours and, at that time, extra duty allowances 
recognised the remainder. The extra duty allowance arrangements were 
replaced by the system of salary supplements payable for UMTs contracted 
for in excess of a standard working week of 10 UMTs and, as the salary scales 
remainded unchanged under the new contract arrangements, it followed that 
they continued to contain an element of recognition of the long hours of duty. 
In making our recommendations, we noted the view expressed to us jointly by 
the Health Departments and the professions that the basic salary scales 
recommended by us should represent payment in respect of the standard 
working week only, but it was apparent to us that the introduction in one step 
of a change of basis from salary related to up to 80 hours duty a week to salary 
related to a standard working week of 40 hours only would present serious 
practical problems and could not therefore be contemplated other than as part 
of a major review of salaries. The position is unchanged on this occasion. 


‘Review Body on Doctors’ and Dentists’ Remuneration, Sixth Report, 1976—Cmnd. 6473, 
May 1976 (paragraph 20). 
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31. In accordance with their 24 August 1976 agreement (paragraph 27), the 
professions and the Health Departments have asked us to recommend that the 
basis of remuneration should be changed to allow additional remuneration 
for providing cover for other doctors on leave, with effect from 1 April 1977. 
They have each proposed that, should we consider the junior hospital doctors 
and dentists to be eligible for the maximum increases allowed under the restraint 
measures on an individual basis, the change in the basis of remuneration 
should be the first charge against the increases on a group basis, and the 
balance should be used to provide an equal cash supplement to earnings for 
everybody. The Health Departments have told us that the Government 
is prepared to allow the increases for the group as a whole to be aggregated 
and a portion of this total to be distributed to individual doctors and 
dentists in amounts which would vary according to the extent to which each 
contracted to cover for other doctors and dentists on leave. The Health 
Departments have also told us that it is consistent with the current restraint 
measures for contracts that are already on the new basis at 1 April 1977 to be 
excluded from the calculation of the cost. The exclusion of contracts that are 
already on the new basis increases the amount available for distribution as a 
cash supplement. These contracts will expire within a few years. The cash 
supplement is permanent. In our view, the cost of these contracts ought to 
have been counted as part of the overall cost of the proposal, but we note 
that the Government has conceded the point and our recommendations reflect 
the concession. 


32. We recommend that the supplement should be paid in full to all full-time 
hospital medical and dental staff other than those in the training grades. The 
cost of changing the basis of remuneration under the new contract for junior 
hospital medical and dental staff calculated by the method which has been agreed 
between the Health Departments and the professions will absorb £103 on 
average of the amount available within the individual pay limits for senior 
registrars, registrars, almost all senior house officers and most house officers: 
in the light of the Government concession, a cash supplement of £105 is therefore 
appropriate!. Everybody will receive this supplement but, because payment of 
Class A/B supplements for providing cover for doctors who are absent on leave 
will vary between individuals, those who do not provide such cover will receive 
less than the equivalent of the minimum individual increase of £130, and others 
will receive more than the equivalent of the maximum individual increase of 
£208 under the current restraint measures: this is a consequence of treating the 
cost of improvements in conditions of service on a group basis and of intro- 
ducing a common supplement as we have been asked by both the Health 
Departments and the professions to recommend. We have considered 
whether the supplement should be adjusted where individual increases are 
less than the equivalent of £130 or more than the equivalent of £208. But 
the implications of the joint proposal must have been clear to both parties to 
it, and must therefore have been accepted by them; the practical problems of 
implementation would, in any case, be serious. The supplement for part-time 
staff will be on a pro-rata basis to the supplement for full-time staff. Under 


'A very small number of senior house officers and some house officers are not eligible for 
the maximum permissible increase of £208, but the total cost for all grades is equal to the 
maximum amount available within the pay limits (based on the 1975 survey information). 
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the arrangements proposed by the Health Departments, general practitioners 
who hold hospital or community health appointments will be eligible for the 
level of increase that recognises both functions, provided that it is within 
the overall pay limits. This is in line with the arrangements for payment of 
the 1976 cash supplement recommended by us, and we therefore endorse them. 


33. A limited number of appointments have now been made in the new 
hospital practitioner grade, and the review of existing posts for regrading is 
continuing. We said last year! that the salary scale recommended for the 
new grade in 1974 had been based on the assumption that work of a more 
responsible nature would be involved than in either the medical assistant and 
assistant dental surgeon grade or in the part-time medical and dental officer 
grade. However, at that time, we had not been provided with evidence to 
show that either more work or greater responsibilities would necessarily be 
involved, and we asked for evidence on the duties and responsibilities of the 
new grade, and on their relationship with those of other intermediate grades?. 
We have not yet received this evidence. However, we have now been told by 
the professions that the degree of responsibility that will devolve upon individual 
hospital practitioners will be decided by the responsible consultant, and will 
depend to a great extent on the practitioner’s own experience and ability. 
Most medical assistants and assistant dental surgeons have extensive experience 
in their specialty, and already have a substantial amount of delegated responsi- 
bility. We understand that their duties and responsibilities can be greater 
than those of a hospital practitioner, and that there is no specific relationship 
between the responsibilities of the two grades. The professions have also 
told us that they hope to put forward proposals on a new contract for medical 
assistants and assistant dental surgeons for discussion with the Health Depart- 
ments in the near future, and that they are giving consideration to the position 
of the more experienced part-time medical and dental officers who carry out 
the duties of clinical assistants, but who are not eligible for appointment as 
hospital practitioners because they are not principals in general practice. It 
has been represented to us that the introduction of the hospital practitioner 
grade and its restriction to general practitioners has given rise to much dis- 
satisfaction among doctors and dentists in the existing intermediate career 
grades, and that, until the duties and responsibilities of the new grades and the 
relationships with those of other grades have been clearly defined, more and 
more anomalies will be created as more hospital practitioner appointments are 
made—with obvious consequences. We see this problem as a part of the 
wider issue of providing career opportunities for the growing number of 
doctors and dentists under training to which we have referred (paragraph 19). 
We hope that early consideration will be given to clarification of the roles of 
doctors in the intermediate career grades and to the numbers required. 


34. Career grades: Distinction awards. We understand that no further pro- 
gress has been made on the proposals for replacing the present system of 
distinction awards put forward by the Health Departments in December 1974 


"Review Body on Doctors’ and Dentists’ Remuneration, Sixth Report, 1976—Cmnd. 6473, 
May 1976 (paragraph 25). 

Review Body on Doctors’ and Dentists’ Remuneration, Fourth Report, 1974—Cmnd. 
5644, June 1974 (paragraph 33). 
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for discussion with the professions. In the absence of developments on these, 
we have carried out a detailed examination of the operation of the scheme as 
it now is, including an analysis of the distribution of awards among specialties 
and between regions. We have found that, although the proportion of con- 
sultants holding an award has remained relatively stable at just over one-third 
since the inception of the scheme in 1948, the proportion of those who spend 
a full career (to 65 years or over) in the hospital service and who secure an 
award has risen steadily in recent years and is now more than 60 per cent, of 
whom one-half retire with a B award or higher. In general, the way in which 
the scheme has been operated seems in some ways to be similar to a system of 
promotion within a hierarchical structure: a consultant is not normally con- 
sidered for a higher level than a C award unless he or she already holds an 
award in the level immediately below, except when a new specialty is established 
in its own right (for example, community medicine in 1974). However, 
conferment of an award is selective, and there is no automatic entitlement 
related to length of service. The variation in the proportion of consultants 
with awards within a specialty is fairly wide, but the distribution of awards 
between regions (with the exception of the four Thames regions and the Oxford 
region, in which there are major long-established teaching hospitals) is virtually 
uniform. The procedures for regional selection have recently been extended 
and strengthened through the establishment (in 1975) of regional advisory 
committees to consider candidates eligible for A and B awards, in the same 
way as has been the practice in the past in relation to C awards: in addition, 
no differentiation is now made between consultants in teaching hospitals and 
in non-teaching hospitals in considering eligibility. The gradual phasing out 
of the senior hospital medical officer and senior hospital dental officer grades 
since 1959, and the regrading of a large number of individuals and posts to 
consultant status has enlarged the field of those eligible for awards. . At the 
A and A+ levels, the scheme has fulfilled one of its original objectives, in 
that it provides a level of earnings for a significant minority of consultants 
which compares with those available at the top of other professional career 
structures. But there is some evidence that, at the lower levels in particular, 
distinction in the sense of excellence is no longer the only consideration, and 
that the system has been operated as if it were a promotion system. We were 
told by the Health Departments last year that they were ready to re-open 
discussions with the professions on a without commitment basis of the proposals 
put forward by them in December 1974 to replace the existing distinction 
award scheme. We understand that these discussions have not yet begun. It 
will be important for revisions of the distinction award scheme to be con- 
sidered at the same time as any revisions of the contract itself. 


35. We have discussed the problem and the present position with the Chairman 
of the Advisory Committee on Distinction Awards (Sir Stanley Clayton), and 
also the future operation so long as it continues in being. We have consulted 
him on the number of awards that he sees as justified in the coming year. In 
the light of his advice, we are satisfied that an increase in the number of awards 
is justified at this time. We said in our Sixth Report that an increase in 
number was already justified last year but, at that time, we decided to defer 
consideration of our detailed recommendations until we knew the details of 
the post-1 August 1976 restraint measures, since we did not want to mortgage 
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part of such freedom of manoeuvre as might have been available to us. In 
practice, under the measures, those distinction awards that have fallen vacant 
because of the retirement, resignation or death of a holder have been treated 
in the same way as increments within a fixed incremental scale, which have 
been withheld because earnings would have exceeded the £8,500 ceiling, 
and they have been re-distributed from 1 August 1976 (or 12 months after they 
fell vacant). We now recommend an increase of 200 distinction awards over 
the total which we recommended in 1975, bringing the total to 5,342. We are 
satisfied that this will not increase the overall cost of distinction awards in 
relation to the number of eligible consultants and community physicians for 
1977-78 over 1976-77. We propose that the value of existing awards should 
remain unchanged. Our detailed recommendations are in Appendix D. 


36. Fees and allowances. We propose no change in the fees or allowances 
payable to hospital doctors and dentists. 


37. Ophthalmic medical practitioners. In our Sixth Report we discussed the 
findings of the study by management consultants into the time involved in 
sight-testing by ophthalmic medical practitioners. Based on the data from a 
survey in that study, we estimated the average time involved to be 20 minutes 
per sight test. We have been asked by the Joint Evidence Committee to 
re-assess this time to include provision for all time spent travelling to and 
from work and for time wasted on broken appointments: we have not however 
been provided with any new evidence. We have re-examined our estimate 
of the average time involved per sight test, and our view remains unchanged. 
The Joint Evidence Committee have also proposed that the net remuneration 
element of the sight-testing fee should be increased in line with the maximum 
amount permissible within the current pay limits. The Health Departments 
on the other hand have suggested that no increase should be recommended as 
the rate of average net remuneration for full-time ophthalmic medical prac- 
titioners of £9,300 a year implied by our estimate! was considered by them to 
be too high in relation to the requirements of the job. They have repeated 
their view that remuneration should be related to the pay of ophthalmic 
opticians, whose function in testing sight is identical; whom they regarded as 
better trained for prescribing particular types of lens; and whose competence 
in detecting an eye condition that requires medical attention has increased. 
They do not consider that comparison with the salary of a hospital consultant 
or with the average net remuneration of general medical practitioners provides 
a valid basis for deciding the appropriate level of remuneration for ophthalmic 
medical practitioners. The profession do not agree that ophthalmic medical 
practitioners are less adequately trained than ophthalmic opticians for 
prescribing lenses, and point to the fact that ophthalmologists who also 
practice as ophthalmic medical practitioners are involved in the training of 
ophthalmic opticians, and require to have a full knowledge and continuing 
experience of refraction work. 


‘Taking account of the normal weekly hours of work (384) and leave on the same basis as 
for senior hospital medical staff (6 weeks a year and public holidays). 
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38. We have considered the position of ophthalmic medical practitioners in 
the light of the evidence. Like the rest of the medical and dental professions, 
they will have experienced the same rise in cost and the same marked fall in 
standards of living since April 1976, and we would not feel justified in excluding 
them on this occasion from our general recommendation that the maximum 
supplement for which doctors and dentists are eligible under the current 
measures should be paid. We recommend that ophthalmic medical prac- 
titioners should be paid a cash supplement of 4-2p to the net remuneration 
element of the sight-testing fee subject to a maximum of £208 a year. We note 
that it is intended to carry out a detailed inquiry into the practice expenses 
incurred by ophthalmic medical practitioners, and we have been told that the 
Health Departments propose to discuss with the profession the amount of the 
expenses element of the sight-testing fee in the light of the results. 


39. Our detailed recommendations are in Appendix D. 
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CHAPTER 4 


GENERAL MEDICAL PRACTITIONERS 


40. The total number of general medical practitioners rose by 1-2 per cent in 
1976 thus maintaining the upward trend of recent years, although at a slightly 
reduced rate of increase of just under | per cent in the case of principals pro- 
viding unrestricted services. Again, British-born women doctors and overseas- 
born doctors account for the increase: the number of British-born men doctors 
has fallen for the second year in succession and the number of Irish-born 
doctors has continued to fall. Average list size has shown a further small 
contraction. Following the halt last year to a steady decline over a long 
period, the number of principals who provide restricted services (for example, 
maternity medical services only) or who have limited lists (for example, hospital 
staff) has again fallen slightly over the past year. The number of salaried 
assistants has increased, thus reversing the trend of the previous two years, 
and the number of trainees has continued to rise. Enabling legislation is 
now in existence and provides for the introduction of mandatory arrangements 
for vocational training for all doctors entering general practice. These arrange- 
ments are expected to be introduced by 1980, and the vocational training 
requirements will be similar to those at present required to qualify for the 
vocational training allowance. These require a minimum of 4 years training 
from the date of provisional registration before becoming a principal, made 
up of 3 years in approved hospital posts and 1 year as a trainee in general 
practice. 


41. We have referred earlier to the Joint Evidence Committee’s proposal that 
the average net remuneration of general medical practitioners should be 
increased outside the pay limits of the current restraint measures in recognition 
of increased workload over the past 12 months (paragraph 16). The profession 
has told us that doctors in general practice have had to work harder to meet 
the additional demands that result from the current constraints on the resources 
available for the social services; from the shifting of priorities within the health 
services towards primary health care!; from the restriction of the facilities for 
hospital treatment that followed industrial action by hospital medical staff; 
and from financial constraints generally. They drew attention to lengthened 
hospital waiting lists, to the reduction in the number of hospital in-patients, to 
the earlier discharge of patients, and to the increased number of requests by 
general medical practitioners for pathological and radiological examinations 
of patients and for domiciliary visits by consultants. They also drew attention 
to figures showing an increase since 1972 in the number of consultations per 


‘Indicated in the consultative document ‘Priorities for Health and Personal Social Services 
in England’ published by the Department of Health and Social Security, March 1976. 
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week per doctor! and in the number of prescriptions per patient on NHS 
prescribing lists. They referred to the growing role of the general medical 
practitioner in health education and preventive medicine and to the extra 
workload that falls on general medical practitioners at times of high unemploy- 
ment. The profession recognised the difficulty of quantifying an increase in 
workload in precise terms, and acknowledged that it had not been possible to 
measure changes in pattern and quality of the services provided: nevertheless, 
they considered it reasonable to conclude that, over the past 12 months, the 
workload of general medical practitioners had increased by about 10 per cent. 


42. We find that the evidence is not such as to demonstrate that the general 
level of workload of general medical practitioners has changed during the year 
to 1 April 1977 to an extent that justifies a special adjustment on this account. 
We are aware that some general medical practitioners will have experienced a 
greater demand for their services as a result of the industrial action taken by 
some consultants and some junior hospital doctors during 1975, but the 
additional demand on this account will have declined as the hospital service 
returned to normal in 1976. This is reflected in statistics for weekly consulta- 
tions and for prescriptions which are also related to the general level of 
morbidity in the community. These data show that the average weekly 
number of consultations and of prescriptions per doctor has risen steadily 
since 1971, to levels in 1974 and 1975 that are comparable to those experienced 
in the previous peak years of 1966 and 1967. Other broad indicators of 
workload include the average list size and the volume of fees as measured by 
gross income per head on a constant fee basis: both of these fell slightly in 
1974 and 1975, and list size also fell in 1976. To the extent that certain items 
of service attract separate fees (for example, vaccination and immunisation), 
short term fluctuations in workload will be reflected in the remuneration of 
general medical practitioners, and to recommend a further increase on account 
of such additional work would involve a measure of double payment, which 
would clearly be wrong. In the longer term, the demand for general medical 
services will be affected by advances in clinical and therapeutic practice, as 
well as by changes in the demographic structure of the population. It may 
also be affected by the allocation of increased resources to primary health 
care, as now envisaged by the Government. But, while demand may increase 
in the future for these and other reasons, it is reasonable to assume that more 
doctors will enter general practice as the output of the medical schools increases, 
and that the increased demand will be met in this way and through the trend 
towards larger group practices if it continues (Appendix C, paragraph 19). In 
considering our recommendations on the remuneration of general medical 
practitioners, we have regard to overall workload and general levels of 
responsibility. 


43. Fees and allowances. We recommend that the supplement should, like 
the £312 supplement, be paid in full to all eligible principals who receive the 
full rate of basic practice allowance, and on a pro-rata basis to those who 
receive a partial basic practice allowance. Those principals who receive 
Type A or Type B initial practice allowances or inducement payments should 


‘Based on a regular survey by Intercontinental Medical Statistics Ltd. 
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be paid the full rate of supplement. Family Practitioner Committees should 
have discretion to pay the full rate of supplement to those general practitioners 
who have small or specialised practices and who do not receive the full basic 
practice allowance but who are effectively working full time in general 
practice. For the purpose of determining the amount of the supplement 
payable to individual doctors, we agree with the Health Departments’ 
proposal that net income should be assessed by deducting from gross payments 
(after subtracting trainees’ expenses, and direct reimbursement of the costs of 
ancillary staff, of rent and rates, and of the supply of drugs and appliances) 
the amount for expenses that is used for the calculation of pensionable earnings. 
This arrangement was used in 1976 to establish eligibility for the £312 supple- 
ment on that occasion. Provision should be made for doctors with net incomes 
below £4,160! to be assessed individually if they have earnings from other 
NHS work; or if the partnership shares declared for superannuation purposes 
do not reflect the income they receive. 


44. The profession has expressed concern to us about the position of trainee 
general practitioners as a result of the introduction of the new contract for 
junior hospital doctors. During the year spent as a trainee in general practice 
under the vocational training scheme, doctors are paid the equivalent of the 
basic salary that they would have received if they had continued to be employed 
in the hospital service. Since the new contract was introduced in February 
1976, junior hospital doctors who spend more than 40 hours a week on duty 
have been eligible for Class A/B salary supplements, whereas formerly they 
received extra duty allowances only when they spent more than 80 hours a 
week on duty. As a result, the remuneration of many trainee general prac- 
titioners could be reduced by substantial amounts during the year in training 
in general practice. The profession has suggested that this could have a 
serious effect on recruitment to general practice and has asked that protection 
of trainees’ hospital earnings should be provided. We understand that the 
Health Departments have considered the problem sympathetically, but that 
it has not been found possible under the current restraint measures to provide 
for protection of hospital earnings in this way. Nevertheless, for the future, 
the Health Departments recognise the need to reassess the pay of trainee 
general practitioners, and have begun an inquiry into their level of responsibility 
and pattern of work so that changes can be considered as soon as the restraint 
measures allow. We welcome the recognition of the need to deal with the 
problem, and the results of the inquiry will be of considerable interest to us. 
We are aware that the position has changed as a result of the introduction of 
the new contract for junior hospital doctors, and we are also aware of the 
importance of maintaining a steady flow of trainees for general practice so 
that plans for the implementation of the mandatory arrangements for vocational 
training can go ahead smoothly in the near future. In the meantime, we 
propose that trainee general practitioners should be eligible for the full £208 
supplement recommended by us on this occasion. 


'The annual rate of earnings above which the maximum limit of £208 for increases under 
the current pay restraint measures applies. 
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45. We have been provided with further information on the progress of the 
scheme to extend personal medical services to include contraceptive services 
for patients where there is no medical need, which was introduced on 1 July 
1975. The proportion of general medical practitioners who provide these 
services has risen from 92 per cent of all principals in 1975 to 94 per cent in 
1976. The number of patients who receive the services has also risen, from 
1-4m patients for ordinary services in 1975 to 2:2m in 1976, and from 15,000 
patients for IUD services in 1975 to 58,000 in 1976. The average prescription 
provision has decreased slightly from just under 44 months supply in 1975 to 
4 months supply in 1976. The Health Departments take the view that income 
from the provision of contraceptive services should be aggregated with other 
income for the purpose of establishing average net remuneration, but have 
recognised in discussion with us that the pattern of these services is clearly 
not yet fully developed. Until it has become established, we shall continue 
to treat the income separately from the total of average net remuneration. 


46. In our Sixth Report, we repeated our view that further serious considera- 
tion ought to be given to the problem of direct reimbursement of the expenses 
of employing wives and dependents as ancillary staff by single-handed rural 
practitioners. We have been told by the Health Departments that, although 
a change in the conditions for reimbursement of expenses would be inconsistent 
with the provisions of the current restraint measures unless it were counted 
against the pay limits, consideration is nevertheless being given now to pro- 
posals for a system of payments to general medical practitioners in respect of 
employment of relatives as ancillary staff for introduction when the provisions 
of pay policy permit. We welcome this development: we hope that a suitable 
scheme will be agreed with the profession that provides adequate safeguards 
in an acceptable way and that is straightforward to administer. We look 
forward to receiving evidence in due course. 


47. Practice expenses. In our Sixth Report we estimated that average practice 
expenses for 1976-77 would total £4,260. This was £685 higher than the 
provision (£3,575) for 1975-76, and we proposed adjustment to the fee scale 
to provide for this amount. Our estimate of the average practice expenses for 
1977-78 is £4,500. In view of our recommendation that the increase in 
remuneration should again be by means of a supplement to gross fees and 
allowances related to the amount of the basic practice allowance, we propose 
on this occasion also to increase the proportion reimbursed through capitation 
and other fees to a rather greater extent, and the proportion reimbursed through 
practice allowances to a lesser extent than we would in normal circumstances. 
We propose that £213 should be reimbursed through capitation and other fees 
and £20 through practice allowances. We propose that a further £7 should 
be used to finance an appropriate increase in the rural practices funds, and to 
provide an increase in the assistant allowance. We also recommend an 
increase in the maximum rate of locum allowance as we have been asked to do 
both by the profession and the Health Departments: this allowance is payable 
for the employment of a locum tenens during periods of sickness or prolonged 
study leave!. 


'Normally not less than 10 weeks or more than 12 months. 
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48. We have again been asked by the profession to consider an adjustment to 
average net remuneration to compensate for increases in the National Insurance 
contribution payable by self-employed people. They pointed out that the 
increase received by general medical practitioners in 1976, after allowing for 
the reduction in income tax, had been substantially offset by the increase in 
contribution payable (£104), and that doctors will need to meet from any 
increase recommended by us in this current review the further increase in 
contribution payable in 1977 (£40). They also suggested that other self- 
employed people are in a better position than doctors and dentists to offset 
this increased contribution by raising their earnings from fees, in order to 
cover the higher level of contribution. - As we have said before, the contribution 
is a personal liability that provides entitlement to personal benefit and any 
relief on it is a matter for the Government. 


49. Average net remuneration. We believe that misunderstanding continues 
about the practice that we follow each year of indicating the average net 
remuneration of general medical practitioners. We adopt this practice in 
order to avoid any doubt in the future about our estimate of the amount that 
the ‘‘average’”’ practitioner should earn from the recommended levels of fees and 
allowances after deduction of ‘‘average’’ practice expenses (other than those 
reimbursed by direct payments). It has been put to us, however, that income 
from certain fees and allowances ought not to be included in the average net 
remuneration figure, as a misleading impression is given of what many doctors 
earn; that the level should reflect changes in the amount of work for which 
specific fees are paid; and that new work outside the existing contract should 
be seen to attract extra pay. We discussed these points in some detail in 
our Fifth Report!, when we concluded that payments which were intended to 
encourage a redistribution of income in favour of some doctors should continue 
to be included in average net remuneration; that where changes as measured by 
itemised service fee income can clearly be identified as involving extra effort 
by doctors, the benefit should accrue to them; and that remuneration from new 
work which is also extra work should be treated separately from other income, 
at least in the first instance until a pattern has been established. On that 
occasion, we indicated the average net remuneration that our recommendations 
were designed to produce assuming no change in the general level of workload 
and responsibility, together with the estimated average net income from certain 
items that involved new and additional general medical service work which we 
saw as right then to treat separately. As many general medical practitioners 
work part-time in hospitals and also do other work for health authorities or 
for Government Departments, we provided an estimate of the additional 
average net income received by general medical practitioners from hospital 
work and from other official sources. 


50. In deciding the level of average net remuneration from fees and allowances 
that our recommendations are designed to produce, we have always recognised 
that it is not possible for this level to be achieved exactly. There are two 
sources of uncertainty: in the first place, it is not possible to forecast with 
precision the average gross income that doctors will receive, as this is directly 


"Review Body on Doctors’ and Dentists’ Remuneration, Fifth Report, 1975—Cmnd. 6032, 
April 1975 (paragraphs 38 to 44). 
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related to output or to the volume of fees paid as well as to the number of 
principals in general practice, both of which may vary each year. Moreover, 
when we make our recommendations for a particular year, a provisional 
estimate only of the total payments from Family Practitioner Committees and 
of the average number of practitioners for the previous year is available to 
us, and actual payments are not known until several months later. Second, 
there is the problem of forecasting accurately a realistic level of average 
practice expenses, particularly when there is a high rate of inflation which can 
vary greatly in its effect on individual items such as rent and rates, heat and 
light, and motoring expenses, among the factors which make up general medical 
practitioners’ expenses. Furthermore, no information is available on the 
actual level of expenses for the previous year, and only a limited amount on 
the level for the preceding year. Firm figures of average gross remuneration 
are not available until nearly a year has elapsed!, and final figures of average 
practice expenses, and thus of average net remuneration, until nearly two 
years after the end of the financial year to which they relate”. Thus a degree 
of uncertainty about the amount of any over-payment or under-payment 
in average net remuneration is inevitable, both in the current year and in the 
two preceding years. In spite of these difficulties, the extent to which the 
forecasts of average gross remuneration and the provision for average practice 
expenses have diverged from the out-turns has been quite small, averaging 
less than 14 per cent over six years and the balance is negligible, as the following 
table shows: 


Changes in average remuneration of GMPs from fees, allowances and supplements 
(before tax): 1971-72 to 1977-78 


Intended Difference between actual and intended 
Year Gross Net Gross Net 
remunera- Practice remunera-|remunera- Practice remuneration 
tion @ expenses tion (a) tion expenses (6) 
ce 3 ad £ £ 2 per cent 
1971-72 7,265 2,080 5,185 35 36 71 1-4 
1972-73 7,805 2,230 2) Pfs) -80 —60 -140 —2°5 
1973-74 8,110 2,360 5,750 46 -91 -45 —0'8 
1974-75 9,131 2,845 6,286 46 -14 . -60 -1:0 
1975-76(} 12,060 3,575 8,485 -74 715 1 0:0 
1976-770) 12,853 4,260 8,593 —43 285 242 2:8 


1977-78 | 13,318 4,500 8,818 


Notes: 

(a) Including threshold payments of £139 in 1974-75; estimated cash supplement of £108 in 
1976-77; and estimated cash supplements of £126—latest estimate of 1976 supplement 
—and £207—estimate of 1977 supplement (paragraph 53)—in 1977-78. 

(6) Where the difference is shown as negative the provision was less than the actual expenses 
incurred. 

(c) The differences for 1975-76 and 1976-77 are based on our provisional estimates of the 
out-turns: firm figures will not become available until March 1978 and March 1979 
respectively. 


‘Late 1977 for firm figures of average gross remuneration for 1976-77. 
?March 1979 for the final out-turn on average practice expenses and average net remunera- 
tion for 1976-77. 
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The table also shows that, following a surplus in 1971-72, there was a small 
shortfall in average net remuneration in each of the.three succeeding years 
for which firm information on the out-turns is available, but our provisional 
estimates of the out-turns for 1975-76 and 1976-77 indicate a surplus sufficient 
to balance the previous shortfalls. We do not attempt to carry forward either 
under-payments or over-payments into the calculation of next year’s 
remuneration, but our aim has always been to ensure that there is no persistent 
tendency either to under-payment or to over-payment, taking one year with 
another. 


51. Our recommendations for 1975-76 were based on the volume of fees 
indicated by the provisional estimate of payments by Family Practitioner 
Committees for the previous year, and were designed to produce an average 
net remuneration of £8,485 after allowing for average practice expenses. The 
table shows that, on the basis of the actual payments made by Family 
Practitioner Committees, the average gross remuneration was about £46 less 
and expenses £14 higher than had been estimated in 1974-75: average net 
remuneration was therefore about £60 lower than the intended £6,286. Average 
gross remuneration in 1975-76 was lower by an estimated £74 (including 
the reduction due to withholding of seniority payments under the pay restraint 
measures), but expenses are also estimated to be lower by about the same 
amount. Judged by the level of gross fees, output appears to have been 
maintained in 1976-77. The requirement that the increase in net remuneration 
on this occasion should again be by way of a cash supplement means that, 
apart from seniority payments and assuming no change in workload, average 
net remuneration for 1977-78 will continue to reflect the volume of fees related 
to 1975-76. We regret that the restraint measures have again prevented us 
from following our established practice of adjusting for changes in output 
so as to avoid carrying forward over-payments or under-payments in net 
remuneration into the next year; we see this as one of the anomalies that 
will need to be corrected as soon as it becomes possible to do so. 


52. The reduction in the average net remuneration for 1975-76 that results 
from the withholding of seniority payments of £35 is temporary and will have 
disappeared by 1978-79. A large part of the reduction is attributable to the 
fact that some doctors had not completed the required number of post- 
graduate educational sessions when the shorter qualifying time on the Medical 
Register was introduced following the recommendations in our Fifth Report!, 
and were unable to do so before the introduction of the restraint measures; 
the balance is due to the withholding of new or enhanced seniority allowances 
from those general medical practitioners whose earnings either exceeded 
£8,500 a year, or would have exceeded that level if they had been paid. 


53. The average net remuneration which our recommendations were designed 
to produce in 1975-76 was £8,485: this includes £577 on account of payments 
from items of remuneration that are not received by all general medical 
practitioners. Some doctors will have received the full supplement of £312 


"Review Body on Doctors’ and Dentists’ Remuneration, Fifth Report, 1975—Cmnd. 6032, 
April 1975 (paragraph 40). 

Designated area allowance, initial practice allowance, inducement payments, trainer’s 
grant, rural practice payments, and dispensing payments. 
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that we recommended last year or a smaller supplement if they were ineligible 
for the full rate of basic practice allowance, whereas those whose earnings 
would have exceeded £8,500 a year will not: the latest estimate of the average 
amount for all general medical practitioners is £126 and we expect that this 
average will be unchanged in the current year. We estimate that the new 
supplement will average £207! for all general medical practitioners in 1977-78. 
The effect of withholding for 12 months the payment of the new and enhanced 
seniority allowances that became due between | August 1975 and 31 July 1976 
from those practitioners whose earnings from all sources would exceed £8,500 
a year will reduce average net remuneration by about £2. We estimate that 
general medical practitioners will also receive an average net income of £495 
from contraceptive service fees and other payments in respect of additional 
general medical service work, and about £245 from hospital work and from 
other official sources. 


54. Our detailed recommendations are in Appendix D. 


'This amount is less than £208 as some doctors who do not receive the full amount of basic 
practice allowance will not be eligible for the full rate of supplement. 
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CHAPTER 5 


GENERAL DENTAL PRACTITIONERS 


55. The number of practitioners in the general dental service has increased 
further over the past year by 2:6 per cent. The number of assistants has 
continued to decline, and is now less than 2 per cent of all practitioners. There 
has been a further small but encouraging improvement in the population to 
dentist ratio in the worst areas, and between the highest and lowest ratios 
inallareas. The steady growth in the number of courses of treatment continued 
and increased by 1 per cent in total in 1976, but the number per practitioner 
declined by 1-6 per cent. The 1975 agreement on the introduction in England 
and Wales of the experimental ‘salary plus bonus’ scheme based on publicly 
provided premises was designed to reduce the imbalance on distribution, 
but progress in introducing it has been slower than expected and no appoint- 
ments have yet been made. We understand that the aim is to introduce 
the scheme in at least two areas during the coming year. The small number 
of salaried health centre dental practitioners has remained virtually unchanged 
in the past year. 


56. The last inquiry into the hours worked by general dental practitioners 
was carried out by the Dental Rates Study Group in 1974 and the results 
relate to 1973. We commented on these results in our Fifth Report!, and 
we expressed the hope then that inquiries would be carried out in future at 
intervals of about three years. The Study Group subsequently proposed 
that the interval between inquiries should be fixed at five years, largely because 
of the other administrative demands on dentists, but we regard this as too 
long for our purposes. We have been told by the Health Departments that 
preliminary arrangements will be put in hand by the Study Group in the course 
of the coming year to carry out an inquiry in 1978, and that the intention 
is to carry out an inquiry into the timing of individual dental operations in 
1979. The information in the 1978 inquiry will relate to hours worked by 
general dental practitioners in 1977. We welcome the intention to shorten 
the proposed interval before the next inquiry to four years, and we hope that 
three years will become normal thereafter. We attach great importance 
to having regular and up-to-date information on hours, and it is clearly in 
the interests of all concerned to co-operate in these inquiries. 


‘Review Body on Doctors’ and Dentists’ Remuneration, Fifth Report, 1975—Cmnd. 6032, 
April 1975 (paragraph 57). 
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57. General dental practitioners. We recommend that the supplement 
should be paid in full to all principals whose net income (excluding the £312 
supplement paid since | April 1976) is at least £4,500 a year, and on a pro-rata 
basis to those who earn less. Net income should be assessed by applying 
the 1977-78 practice expenses ratio (or, until this is known, the ratio for 1976-77!) 
to gross payments from fees and allowances (after subtracting the salaries 
of assistants employed). These arrangements are on the same lines as those 
that were used in 1976 to establish both eligibility for the £312 supplement 
and the amount payable to individual practitioners. Provision should be made 
for dentists whose net income is below £4,500 (excluding the £312 supplement) 
to be assessed individually if they have earnings from other NHS work. 


58. Our attention has been drawn to difficulties encountered by the Dental 
Rates Study Group in adjusting fees so as to ensure that, on average, general 
dental practitioners achieve the target average net income that we recommend. 
General dental practitioners’ income is made up of gross fees and allowances 
out of which practice expenses have to be met. In adjusting the fee scale 
each year, the Study Group has to take into account changes in volume of 
fees (that is, in output), and in practice expenses. Among the factors that 
affect output are the introduction and use of new equipment or improved 
techniques, and changes in the level of charges to patients for treatment. 
The main difficulty in forcasting practice expenses is that information on 
actual practice expenses is not available for either of the two preceding years, 
so that the baseline for projecting the level for the current year is three years 
old. Prior to 1974, this resulted in substantial gaps between the intended 
and the actual results and, since 1974, the Study Group has adjusted the 
provision for average practice expenses within the fee scale each year, to 
correct for under- or over-provision in the preceding three years. We have 
been told that the Health Departments intend to propose that a similar approach 
should be adopted to average gross income so that any difference between 
forecast and actual output (as measured by average gross income) would 
be corrected each year. 


59. Since 1970, an amount has been included in the fee scale for a notional 
rent to reflect what owners of practice premises would have to pay if their 
premises were rented: this is known as notional rent allowance. It was 
introduced on the recommendation of the previous Review Body, and the 
level was based at the time on information obtained by the British Dental 
Association, which has been brought up-to-date annually since. We under- 
stand that the Dental Rates Study Group is now carrying out an inquiry 
with the help of the Inland Revenue Valuation Office to review the basic 
information on which the level of the allowance has been assessed in the past, 
and to enable an up-to-date assessment to be made on the basis of present 
rental values. The intention is to carry out inquiries of this kind at intervals 
of three years as the basis of reviews of the amount of the allowance. 


162 per cent. 
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60. The Dental Rates Study Group will need to adjust the fee scale to provide 
for estimated changes in output and for reimbursement of the estimated 
increases in practice expenses required to maintain average net earnings from 
fees at the equivalent to the 1975-76 target average net income of £7,643. 
Many dentists will have received in full the £312 supplement recommended 
last year, but those whose earnings exceeded (or would have exceeded) £8,500 
a year did not: the average of the supplements paid was £178 for all general 
dental practitioners (compared with our forecast of £155), and we expect that 
this average will be unchanged in the current year. We estimate that the 
average amount for all general dental practitioners represented by the supple- 
ment recommended in this Report will be £190! in 1977-78. The effect of 
withholding those new seniority payments that became due for payment 
between 1 August 1975 and 31 July 1976 for 12 months because of the £8,500 
ceiling for any increase during that period will be to reduce average net income 
by less than £1. 


61. Salaried health centre dental practitioners. In order to conform with 
the provisions of the NHS Reorganisation Act 1973, responsibility for the 
employment of salaried health centre dental practitioners was transferred to 
Area Health Authorities in the course of 1976. However, they remained 
functionally responsible to Family Practitioner Committees. Their conditions 
of service were agreed centrally. Salaried health centre dental practitioners 
who work full-time will receive the full supplement which we recommend; 
those who work part-time will receive it on a pro-rata basis. 


62. Our detailed recommendations are in Appendix D. 


'This amount is less than £208 as those dentists whose net income excluding the £312 
supplement is less than £4,500 will not be eligible for the full rate of supplement. 
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CHAPTER 6 
COMMUNITY DOCTORS AND DENTISTS 


63. Community medicine staff. We have been told that the main administra- 
tive posts at regional and area level have all been filled but that no further 
progress has been made in filling the balance of the complement of community 
physician posts. There are 738 established posts in England and Wales, of 
which 121 are vacant—five more than in 1975. Notwithstanding the decision 
in May 1976 to go ahead with appointments on the special salary scale 
recommended in 1973 for use should it be found necessary to fill community 
physician posts, on an interim basis, by candidates who did not satisfy the 
full requirements of appointments committees, very few candidates have come 
forward and, so far, one such appointment only has been made. Doctors in 
training posts have to achieve Membership of the Faculty of Community 
Medicine before they are eligible for appointment as fully qualified community 
medicine specialists, and it takes time and experience to reach this standard. 
However, there has been a small but encouraging increase in the number of 
senior registrars and registrars in post in community medicine from 59 in 
1975 to 76 in 1976. 


64. The profession has drawn our attention to the fact that principal officers 
outside the administrative medical (and dental) field of Area Health Authorities 
in Scotland and Wales have a small financial lead over principal officers in 
England in recognition of the additional responsibilities that they carry because 
there is no regional tier of authorities. Area administrators, area treasurers 
and area nursing officers are paid in a higher salary band in Scotland and 
Wales than in England. The salary bands are related to the type of area 
(multi-district or single district and teaching or non-teaching) as well as to 
the size of population. The salary scales for area medical officers are banded 
by population size only, and the population sizes correspond to those for 
area administrators, area treasurers and area nursing officers!. When we 
made our recommendations for the pay of administrative medical staff in 
June 19737, the pay structure for principal officers generally had not been 
settled, and we were invited to recommend uniform salary levels for appoint- 
ments for England, Scotland and Wales. The profession has told us that, 
like other principal officers, the area medical officers in Scotland and Wales 
also have certain additional responsibilities as a result of the different admini- 
strative structure: examples put to us are personnel matters concerning senior 
hospital medical and dental staff, including recruitment of consultants; 


'Those for area dental officers are similar. 
?Review Body on Doctors’ and Dentists’ Remuneration, Supplement to Third Report, 
1973—Cmnd. 5377, July 1973. 
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participation in the formulation of health policy (in co-operation with the 
Scottish Home and Health Department or with the Welsh Office); and guidance 
on operational health care matters. The Health Departments acknowledge 
that there are some differences in responsibilities in area medical officer posts 
in Scotland and Wales from those in England. For our part, we see this 
as a matter for discussion between the Health Departments and the profession 
in the first instance: we are of course prepared to consider proposals that 
relate to the pay arrangements in due course. 


65. We have been told by the Health Departments that they have been 
unable to agree to a proposal from the profession that a fee should be paid 
for domiciliary consultations by community physicians, on the same basis as 
for consultants. Apart from the implications of the current restraint measures, 
the Health Departments do not regard a fee of this kind as appropriate: they 
see visits to a patient at home as a normal part of a community physician’s 
work, and community medicine in general as sufficiently different from a 
hospital consultant’s clinical work to justify a distinction between the two 
forms of contract. But they recognise that, if a new form of contract for 
consultants were agreed, it might well have some implications for community 
physicians (who are paid on the same salary scale as consultants). They 
have said that they are ready to discuss with the profession modifications 
to the contract for community physicians in the light of any future changes. 
They have also agreed to discuss, on a ‘without commitment’ basis, proposals 
which the profession have under consideration now for the training grade 
structure in community medicine. We will await evidence. 


66. Community dentistry staff. Appointment of regional dental officers has 
continued to be deferred. Some 44 district dental officer posts have now 
been filled in England and Wales, out of a total 58 posts approved initially, 
mainly in multi-district areas where the area dental officer needs substantial 
administrative assistance in professional matters. All area dental officer 
posts and, in Scotland, all district dental officer posts were filled in 1975. 
When we were considering our initial recommendations on the pay of admini- 
strative dental staff in 1973, we were asked jointly by the Health Departments 
and the profession to recommend that regional dental officers and area dental 
officers should be eligible for distinction awards. We were unable to agree 
with this proposal as community dentistry had not at that time been recognised 
by the Royal Colleges of Surgeons as a specialty in its own right. We have 
been told by the Health Departments and by the profession that the steps 
necessary for the recognition of community dentistry as a specialty in its 
own right have now been taken, but that it will be some time before these 
lead to the creation of training posts and procedures, and to the completion 
of the training of the first members of a future specialty of community dentistry. 
No Faculty of Community Dentistry has yet been established, and the Royal 
Colleges of Surgeons have not yet defined criteria which might be applied 
to existing area dental officers. In the circumstances, we propose to defer 
recommendations affecting the eligibility of community dentists for distinction 
awards until a future review. We shall also consider the structure and pattern 
of remuneration for administrative dental officers including relationships 
with administrative medical officers at a future review: we shall need to be 
provided with evidence to assist us. 
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67. Community health medical staff. The number of community health 
medical staff (senior medical officers, clinical medical officers and other medical 
staff) in England and Wales has increased by 9-1 per cent from 6,285 in 1975 
to 6,858 in 1976. Most of them (about three out of four) work part-time 
only and, in whole-time equivalent terms, the increase was 5-2 per cent, from 
2,084 in 1975 to 2,198 in 1976. The Committee on Child Health Services 
has now reported!, and the Government has invited early comments on its 
recommendations from organisations and individuals concerned with child 
health care. The Committee proposes that two new classes of doctor should 
be introduced to provide child health services: principals in general practice 
with special training in child health (to be known as general practitioner 
paediatricians) who would act as school doctors at local schools for not less 
than two sessions a week under contract with the Area Health Authority, in 
addition to their usual responsibilities for providing general medical services 
to patients on their lists including young children; and consultant community 
paediatricians, who would combine hospital clinical work in children’s depart- 
ments with child health community work. The Committee envisages that 
a number of existing clinical medical officers, after suitable additional training, 
would become general practitioner paediatricians, and that some senior 
medical officers would become consultant community paediatricians after 
further training (where necessary). Interim arrangements are suggested 
under which other existing clinical medical officers would be employed as 
child health practitioners and senior medical officers as clinical specialists 
in paediatrics. Clearly, adoption of these proposals would involve a thorough 
reorganisation of the community health medical staff structure. 


68. We endorsed in our Sixth Report? a proposal put to us jointly by the 
Health Departments and the profession that the fees and allowances formerly 
payable by Local Authorities or by the Family Planning Association, and 
now payable by the Area Health Authorities, should be revised in future by 
the Health Departments in consultation with the profession in the light of 
our recommendations. We have now been told that new arrangements 
have been agreed which provide an alternative basis of remuneration for 
work in family planning clinics. This work is done mainly by doctors who 
were formerly employed by the Family Planning Association on a sessional 
basis, but some of it is carried out on a regular basis by general medical 
practitioners and by doctors who used to be employed by Local Authorities. 
The new arrangements provide for assimilation of these doctors into the 
clinical medical officer and senior medical officer grades. 


69. Community health dental staff. The total number of community health 
dental staff (consultant anaesthetists, consultant orthodontists, senior dental 
officers, dental officers and other anaesthetists) has fallen slightly from 2,093 
in 1975 to 2,083 in 1976. Just over one-half of them work part-time and, 
in whole-time equivalent terms, the total has remained virtually unchanged 
at 1,425. Some of the proposals in the report of the Committee on Child 


'The Report of the Committee on Child Health Services: Chairman, Professor S. D. M. 
Court—Cmnd. 6684, December 1976. 

Review Body on Doctors’ and Dentists’ Remuneration, Sixth Report, 1976—Cmnd. 6473, 
May 1976 (paragraph 57). 
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Health Services relate to improvements in dental care. Strengthening of the 
school dental service, the appointment of consultants in a new specialty of 
paediatric dentistry, and an increase in the number of consultant orthodontists 
have been recommended. An investigation into the provision of a primary 
care service for children based on the general dental service and remunerated 
by a capitation fee has also been proposed. All the proposals are based on the 
new structure for community health dental staff that was introduced early last 
year. 


70. We recommend that the supplement should be paid in full to all full-time 
community doctors and dentists, including those on protected salary scales. 
It should be applied on a pro-rata basis to part-time staff. Dentists paid 
on a sessional basis, other than part-time consultants, will not be eligible 
for the supplement. Our detailed recommendations are in Appendix D. 
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CHAPTER 7 
SUMMARY OF RECOMMENDATIONS 


71. Our recommendations for junior hospital doctors and dentists are based 
on the proposals put to us by the Health Departments and the professions 
and they take account of the assessment of the cost of changing the basis of 
remuneration agreed between them (notwithstanding our reservations about 
it). With this exception, we have satisfied ourselves that they are generally 
consistent with the provisions of the White Paper “The Attack on Inflation— 
The Second Year’. We have been assured by the Health Departments that 
the increases for hospital and community doctors and dentists do not require 
to be restricted on account of payment of increments within the scales, and 
we are satisfied that the number of distinction awards does not increase the 
overall pay bill for eligible staff. The main effect of our recommendations 
can be summarised as follows: 


Increase in 1977-78 over 1976-77 
(in NHS earnings) 
Hospital doctors and dentists 
(whole-time salaries) 


House officers £105 (3-3—2-9 per cent) 
Senior house officers £105 (2:6—2-4 per cent) 
Registrars £105 (2-4—1-9 per cent) 
Senior registrars £105 (2-0—1-6 per cent) 


When account is taken of the cost of the change in the basis of 
remuneration, the total increases for house officers, senior house officers, 
registrars, and senior registrars are equivalent to the maximum permissible 
under the current restraint measures!: the percentage increases relate 
to earnings from basic salary including the 1976 supplement of £312. 


Consultants £208 (2:7—1-9 per cent) 
Community doctors and dentists 
(whole-time salaries) £208 (4-7—1-6 per cent) 


General medical practitioners 
(net remuneration from fees 
and allowances) £208 (2-3 per cent on average?) 


General dental practitioners 
(net remuneration from fees 
and allowances) £208 (2:4 per cent on average?) 


Ophthalmic medical practitioners 
(net remuneration from 
sight-test fees) £2085 (2:2 per cent) 


The detailed changes recommended are in Appendix D. 


'The total increase in earnings (including Class A/B supplements) for all doctors and 
dentists in these grades is 3-5 per cent on average. 

?Based on the average amount for all practitioners. 

3Maximum based on the notional number of sight-tests carried out by a full-time ophthalmic 
medical practitioner. 
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72. We estimate the overall cost of the increases, excluding provision for 
practice expenses and employers’ superannuation and national insurance 
contributions, to be about £15-9 million or 2:5 per cent of net remuneration 
in 1976-77. 


73. We have drawn attention to the anomalies that have been created within the 
pay structure of the medical and dental professions as a result of the particular 
form of the restraint measures that were in Operation at the time of our last 
review (Chapters 1 and 2). Under the current measures, some of these—for 
example, the withholding of increments and seniority allowances—will eventually 
resolve themselves, but others—for example, the disruption of the pay systems 
for general medical and general dental practitioners—will be accentuated. 
We have indicated our concern at the serious distortion of the relationships 
between junior hospital doctors and consultants during the last two years, 
brought about by the form of the restraint measures and by the way in which 
the new contract has been implemented: the position bears harshly on 
consultants. We have emphasised the need for sufficient flexibility in the 
post-1 August 1977 measures to enable us at least to make a start on the 
restoration of order to the pay structure and the elimination of injustices. 
We foresee very serious problems for the future, when the time comes—as 
come it must—for the cash supplements to be consolidated into the salary 
and fee scales and for appropriate differentials again to be introduced. This 
will be costly. At that stage, the provision of adequate resources will be 
essential if sense is to be restored to the internal pay structure and if an appro- 
priate relationship between the medical and dental professions and other 
occupations is to be re-established. We therefore draw attention now to the 
magnitude of the problem, to enable early and thorough consideration to 
be given to it in the face of competing demands on the available resources 
for other purposes, and bearing in mind the essential role of the National 
Health Service in the maintenance of the well-being of the community. 


ERNEST WOODROOFE, Chairman 
R. H. GRAVESON 

MARY GREEN 

IAN W. MACDONALD 

PETER MENZIES 

P. G. Moore 

RAYMOND W. PENNOCK 

W. K. M. SLIMMINGS 


OFFICE OF MANPOWER ECONOMICS 
1 April 1977 
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APPENDIX A 


CHANGE IN REAL INCOMES AFTER TAX: APRIL 1975—APRIL 1977 


The table below shows the effects of tax changes and price inflation on the 
earnings of doctors and dentists compared with those on the average earnings 
for all full-time wage and salary earners: 


Earnings before and after tax of doctors and dentists and of all full-time men: 
April 1975—April 1977 
After tax figures include family allowances (and child benefits at April 1977) where appropriate. 


Indices of net income 


Annual earnings at (April 1975=100) 
Grade and At At 
point on April 1975 April 1976 April 1977 current constant 
salary prices prices 
scale an ee 
Before After | Before| After | Before| After | April | April | April | April 
tax tax tax tax tax@| taxt)| 1976 | 1977 | 1976 | 1977 
3 £ J Fo <. £ 
Single 


House officer 
(minimum)© | 3,572 | 2,558 | 4,372 | 3,099 | 4,580 | 3,259 | 121-1] 127-4] 101-9} 92:1 


Married with 2 childrenunder 11 

Senior 

registrar 

(maximum)©| 7,133 | 5,063 | 8,491 | 5,951 | 8,699 | 6,280 | 117-5] 124-0} 98-9] 89-7 


Consultant 
(minimum) 7,536 | 5,274 | 7,848 | 5,619 | 8,056 | 5,900 | 106-5] 111-9} 89-6] 80-9 


Consultant 
(maximum) | 10,689 | 6,662 | 10,689 | 6,937 |10,897 | 7,409 | 104-1] 111-2} 87-6} 80-4 


Consultant 
(C award) 12,714 | 7,401 | 12,714 | 7,689 |12,922 | 8,253 | 103-9] 111-5] 87-4] 80-6 


Consultant 
(A+ award) 
(d) 18,636 | 9,091 |18,636 | 9,403 | 18,844 | 10,134 | 103-4] 111-5] 87-0} 80-6 
General 

medical 

practitioners 

(e) 8,485 | 5,739 | 8,593 | 6,002 | 8,800 | 6,336 | 104-6] 110-4} 88-0} 79-8 


General 
dental prac- 
titioners() 7,643 | 5,327 | 7,798 | 5,592 | 7,988 | 5,859 | 105-0} 110-0} 88:3] 79:5 


Full-time 

men (average 

earnings)(/) 3,162 | 2,590 | 3,734 | 3,049 | 4,131 | 3,372 | 117:7| 130-2] 99:0} 94-1 
Personal dis- (g) (g) 
posable 114:2| 127-9| 99-1] 96:3 
income 


(April-June) 


Source: Office of Manpower Economics 


(a) Assuming increases in basic remuneration of the maximum permissible within the current 
pay limits. 

(6) At proposed 1977-78 tax rates excluding the conditional reduction in the rate of basic 
tax from 35 to 33 per cent. 

() Includes average income from extra duty allowances and Class A/B salary supplements. 

(d) Based on actual salaries after taking into account the withholding of the second stage 
of increases above £13,000. 

(e) Intended average net remuneration from fees and allowances, and from cash supplements. 

(f) Based on average earnings of full-time men (whose pay was unaffected by absence) from 
the New Earnings Survey up-dated by the monthly index of average earnings (new series) 
and from forecasts by the National Institute of Economic and Social Research. ; 

(s) Estimated in February 1977 (before the announcement of the proposed changes in 
1977-78 tax rates) by the National Institute of Economic and Social Research. 
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APPENDIX B 


MOVEMENTS IN DOCTORS’ AND DENTISTS’ EARNINGS TO APRIL 
1976 


1. An analysis of movements to April 1975 in doctors’ and dentists’ earnings 
compared with earnings at comparable levels of salaried incomes was included 
in the Sixth Report'. The effect of the recommendations in that Report is 
shown in the table below, which relates to April 1976. The figures for move- 
ments in the earnings of comparable income groups are based on the results 
of the New Earnings Survey for April 1976. The position at April 1977 after 
taking account of the recommendations in this Report will not be known until 
the results of the New Earnings Survey for April 1977 become available in 
late 1977. 


2. The general form of the analysis remains the same as used in previous 
reports, but three revisions have been incorporated. The coverage of the table 
has been widened to include ophthalmic medical practitioners and certain 
grades of hospital and community doctors and dentists; changes have been 
made in the alignment of individual grades and relevant percentiles (column (d)); 
and revised weights (based on more up-to-date statistics on manpower and 
paybills) have been used to calculate the overall figures for the two professions. 
Figures for the average earnings of all doctors and of all dentists, and of the 
professions as a whole have been included (columns (a) and (b)). 


3. The analysis is based on levels of remuneration recommended in the Fifth 
Report and includes the £312 supplement recommended in the Sixth Report. 
It does not take account of reductions in earnings arising from the deferment 
of the implementation of the second stage of the April 1975 increases on 
salaries above £13,000 or which took salaries above that level; or from the 
temporary withholding for 12 months from 1 August 1975 under the pay 
restraint measures of payment of distinction awards received in the Advisory 
Committee’s 1975-76 review, of increments to consultants and community 
physicians above the scale minimum, and of new or enhanced seniority pay- 
ments to general medical practitioners and general dental practitioners earning 
£8,500 or more a year. The overall effect of these restrictions in pay is under 
1 per cent, and is not sufficient to alter the differences from the April 1975 
position (column (f)) for all doctors, all dentists, and all doctors and dentists 
shown in the table. For hospital doctors and dentists, the analysis is based 
on salaries (and distinction awards), but includes average income from extra 
duty allowances for 1975 (column (a))? and Class A/B salary supplements 
for 1976 (column (b)) paid to the training grades since the latter are contractual 
payments which replace the non-contractual extra duty allowance payments’. 


"Review Body on Doctors’ and Dentists’ Remuneration, Sixth Report 1976—Cmnd. 6473, 
May 1976 (Appendix A). 

*These figures differ from those figures in the Sixth Report (Appendix A) because the latter 
did not include extra duty allowances. 

*If no account were to be taken of these additional earnings, the shortfalls for all doctors 
and for all doctors and dentists would be increased from 10 per cent to 13 per cent, and for 
hospital training grades the surpluses or shortfalls shown would be replaced by shortfalls 
ranging from 11 per cent for senior registrar (4th point) to 5 per cent for house officer 
(minimum). 
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Movements in earnings compared with corresponding NES percentiles at April 


1976 (revised basis) 
(a) | (b) (c) (d) (e) (f) 
Earnings' Corresponding NES | Difference in 
——— a percentile earnings from 
April April ~ earnings April 1975 
1975 1976 April 1976 earnings 
a re live to 
Index Index percentile? 
Amount | Amount (April | Percentile| (April 
1975=100) 1975=100) 
o £ per cent 
House officer 
(minimum) | 3,572 4,372 122 50th 117 + § 
Senior house officer 
(minimum) | 4,262 5,338 125 25th 117 + 7 
Registrar (minimum) 4,951 5,940 120 25th ii by tein3 
Senior registrar 
(minimum) 5,672 6,588 116 10th i bly! — | 
(4th point) 6,548 7,729 118 10th Ly jad 
Consultant and Com- 
munity medicine 
specialist (minimum) | 7,536 7,848 104 2:5th 116 —11 
(maximum) 10,689 |10,689 100 0:75th 115 —15 
(with C award)} 12,714 |12,714 100 0-5th 113 —13 
Medical assistant 
(minimum) 4,548 4,860 107 25th 117 — 9 
and Senior dental 
officer (maximum) 7,812 8,124 104 2:5th 116 —l1 
Clinical medical officer 
(minimum) 4,422 4,734 107 25th 117 — 9 
(maximum) 6,273 6,585 105 5th 117 —11 
Senior medical officer 
(maximum) 8,307 8,499 102 2nd 116 —14 
Dental officer 
(minimum) 4,152 4,464 108 25th |W iy) — 9 
(maximum) 6,258 6,570 105 5th 117 —11 
Ophthalmic medical 
practitioner 9,281 9,281 100 Ist 116 —16 
General medical 
practitioner 8,485 8,593 101 1-Sth 117 —15 
General dental 
practitioner 7,643 7,798 102 2:°Sth 116 —14 
All doctors 7,637 8,062 106 116 —10 
All dentists 7,482 7,678 103 116 —13 
All doctors and 
dentists 7,605 7,983 105 116 —10 


Source: Office of Manpower Economics 


'The earnings shown are basic salaries for hospital and community doctors and dentists 
(including distinction awards for consultants and average amounts of extra duty allowances 
and Class A/B salary supplements for training grades, based on the latest information available 
for 1975 and 1976 respectively); intended average net remuneration for general medical 
practitioners (excluding income from the implementation of the extension of contraceptive 
services and the extension of the Women Doctors’ Retainer Scheme) and for general dental 
practitioners; and the implied average net remuneration for full-time ophthalmic medical 
practitioners (from sight testing fees) as recommended in the Fifth Report. The earnings for 
1976 include the full cash supplement of £312 for all grades of hospital and community doctors 
and dentists at the level of consultant and community medicine specialist (minimum) and 
below; for senior medical officer (maximum), a reduced cash supplement of £192; for general 
medical practitioners, an estimated average of £108 cash supplement; and for general dental 
practitioners, an estimated average of £155 cash supplement. For general medical and 
general dental practitioners, no allowance has been made for the difference between intended 
average net remuneration and the latest provisional estimate of the actual out-turn, or for 
the difference between the April 1976 estimate of the average cash supplement and the current 
estimate. 

*Column (f) is the difference between indices of doctors’ and dentists’ earnings (column (c)) 
and NES percentile earnings adjusted for backdated settlements in the public sector in 1975 
(column (e)) as a percentage of the former. 
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APPENDIX C 


MEDICAL AND DENTAL MANPOWER AND THE WORKLOAD. OF 
DOCTORS AND DENTISTS IN THE NATIONAL HEALTH SERVICE 


Introduction 


1. This Appendix reviews the available information on medical and dental 
manpower and on the workload of doctors and dentists in the National Health 
Service in the longer term. The tables analyse the trends since 1970 and, 
in some instances, for earlier years as well. The data are based on the series 
of statistics prepared and published annually by the Department of Health 
and Social Security supplemented by statistical information submitted by the 
Health Departments as part of the evidence for the annual review of 
remuneration. Some information has been obtained from other sources, 
and this is indicated in the tables. 


Medical manpower 


2. The career pattern of hospital doctors has not changed significantly in 
the last five years, and the average age on appointment as consultant remains 
37-38 years, in spite of the long standing aim of the Health Departments and 
of the professions to reduce it to 32-33 years. Promotion from house officer 
to senior house officer and from registrar to senior registrar has been accelerated 
and, as a result, the greater part of the overall increase in the number of junior 
hospital doctors is reflected in the senior house officer and senior registrar 
grades. The only alternative career path for those who want to continue 
a full-time hospital career but who do not want to become consultants is in 
the medical assistant grade, to which entry continues to be restricted in number!. 
The proportion of doctors entering general practice who have undertaken 
vocational training has risen steadily since 1971, and more than three-quarters 
of the entrants now undertake voluntarily the three year training period in 
hospital and one year in general practice that is required under the trainee 
practitioner scheme before becoming a principal. This training is expected 
to be obligatory for all new principals from 1980. The new grade of hospital 
practitioner has been established to attract more general medical practitioners 
into part-time hospital work and to encourage those already serving to devote 
more time to it. The community health service now offers a third career 
path within the National Health Service, as a result of the transfer to it of the 
parallel services which, prior to 1974, were provided by the Local Authorities. 
Under the present arrangements, community doctors can serve in a clinical 
capacity either as a clinical medical officer (broadly equivalent to registrar 
and senior registrar in the hospital service) or as a senior medical officer (the 
main career grade). Alternatively, after a short period as registrar and senior 
registrar, they can be appointed as community medicine specialists who are 
equivalent in status to hospital consultants and who also have an admini- 
strative medical role at district, area or regional levels?. 


‘Prior to 1966, the senior hospital medical officer grade provided an alternative career 
outlet; the grade was closed in 1966 and the number in it is now very small. 

District community physician or other community medicine specialist, area medical officer, 
and regional medical officer. 
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3. In Great Britain in 1975 there were 24,464 unrestricted principals in general 
practice; 13,200 consultants and 20,508 in the training grades in the hospital 
service; and 7,515 in the community health service’: the estimated total number 
of NHS doctors (in whole-time equivalent terms) was 63,650. The increases 
since September 1970 are 6-5 per cent in unrestricted principals in general 
practice, 17-8 per cent in consultants and 28-2 per cent in the training grades?. 
The proportion of overseas-born doctors in each of these three groups has 
increased also in the last five years; they now form 16-6 per cent, 13-3 per 
cent and 46-5 per cent of the respective groups, compared with 13-2 per cent, 
11-5 per cent and 45-3 per cent in 1970: overall, the rate of increase in the 
proportion of overseas-born doctors has slowed down but the proportion 
itself continues to increase and 27 per cent of all doctors are now overseas-born. 
The main explanation of the significantly higher proportion in the training 
grades than of consultants or of doctors in general practice is that most overseas- 
born doctors come to this country for training and experience only, and 
either return to their own countries or move to other countries to practice: 
on average, it is estimated that these doctors spend between three and four 
years in this country. 


4. As indicated in the 1972 Report‘, a position in which nearly half of the 
doctors in the training grades come from overseas is clearly unsatisfactory, 
as the inflow of foreign doctors could well be reduced or the outflow increased 
at any time by developments that are beyond the control of this country. 
Indeed, steps are already being taken to reduce the outflow of qualified doctors 
from some countries whose doctors by custom are trained in the United 
Kingdom. This is a development that is bound to continue in the face of 
the needs of the country of origin and there are already indications that the 
net inflow of overseas-born doctors into the NHS in England and Wales 
may now be declining after rising to a peak in 1974. A new factor—which 
may well affect the number of overseas-born doctors who come here for further 
training and experience in the future—is the recent introduction of the special 
linguistic and professional qualifying examinations for temporary registration 
by the General Medical Council: since the start of these examinations in 
June 1975 the proportion of applicants failing each examination has averaged 
65 per cent. However, so far there has been no shortage of applicants to 
join the National Health Service and the introduction of the qualifying examina- 
tions must clearly be beneficial to the standards provided. The increase 
in output of graduates from 2,200 at the beginning of the present decade® 
to an estimated 3,200 by the end as a result of the expansion of the medical 
schools should compensate for any decline in the net inflow of overseas doctors, 
but it will not be sufficient if the number of those of them who join the NHS 
begins to fall. 


‘These figures relate to the numbers of hospital and community doctors at 30 September 
1975 and to the number of general medical practitioners at 1 October 1975. Information 
is not yet available on the number of doctors in the NHS in Great Britain in 1976. 

“Information is not available on the total number of doctors employed by Regional Hospital 
Boards and Local Authorities in community health care prior to 1974. 

*The proportion of overseas-born doctors in training grades leaving the NHS between 
1972 and 1975 with the intention of emigrating was 90 per cent. 

“Report of the Review Body on Doctors’ and Dentists’ Remuneration, 1972—Cmnd. 5010, 
J ont Ra 11). 

1971-80. 
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5. The number of applicants for places at medical schools has increased 
proportionately more than the number of places available over the five year 
period, following the trend in the previous five years, although at a slower 
rate. In 1971, there were just over three applicants for every available place; 
by 1976, this had risen to nearly three and a half. Over the same period, 
the proportion of newly qualified graduates increased from 87 per cent to 
just under 91 per cent of the corresponding intake, and the proportion of 
successful candidates with three A-level qualifications remained virtually 
unchanged at around 99 per cent!. These figures demonstrate that sufficient 
numbers of adequately qualified students have continued to be attracted to 
fill the increased number of medical school places. The proportion of women 
graduates has risen from 22 per cent in 1971 to 31 per cent in 1976, and is 
expected to rise to 40 per cent or higher in the future: it has been estimated 
that, on average, women doctors practice for about four-fifths of the number 
of years spent in practice by men. However, they do significantly more of 
their work on a part-time basis. By 1980, the number of places is expected 
to have increased to just under 4,000, which implies a further increase in the 
output of graduates in 1985. On the assumption that at the least the present 
number of applicants will be sustained, no difficulty should arise in filling 
the expanding number of places in medical schools up to 1980. 


6. The rate of expansion of the medical schools increased significantly 
following the recommendations of the Royal Commission on Medical 
Education in 1968, which were designed to produce an annual increase of 
2 per cent in the total number of doctors up to 1990. The rate of increase 
was based on the pattern of growth in demand as measured by the number 
of economically active doctors per million people established by past experience, 
and the expected rise in the total population. Among the factors taken into 
account in assessing the expansion required in the number of graduates from 
medical schools was the need to replace losses by death and retirement of 
practising doctors and to meet an assumed annual net loss through emigration 
of 430 British-born doctors. Against these losses, an annual net gain of 
250 overseas-born doctors? was expected. In practice, the annual net loss 
of British-born doctors has been lower than was assumed—320 since 1968, 
although there are indications that the outflow is now increasing—and the 
number of overseas-born doctors has risen steadily: as a result, the total 
number of doctors has increased at a higher rate than was envisaged in 1968. 
Nevertheless, because at the beginning of the period considered by the Royal 
Commission the actual number did not match the estimated demand at the 
time, the present number is still a little below the Royal Commission’s target. 
However, the rate of population growth has slowed in recent years, and the 
present population total is slightly below the level forecast. As a result, on 
the basis of the latest estimate by the Health Departments of the number of 
economically active doctors*, the number of doctors per million people now 
exceeds by a small margin the ratio which the Royal Commission considered 
would be required to meet demand in 1975°. 


'Table 4. 

*Report of the Royal Commission on Medical Education 1965-68: Chairman, Lord Todd 
—Cmnd. 3569, April 1968. 

3Fully or provisionally registered. 

477,000 in 1975. 

51,413 doctors per million people compared with the Royal Commission’s target of 1,385 
doctors per million people. 
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7. In 1972, the Health Departments said that their overall target for the 
increase each year in the number of NHS doctors to meet the underlying 
increase in demand was 2 per cent—the same as the target rate of growth 
in the number of economically active doctors. This allowed for a rate of 
increase of rather less than 2 per cent in the number of doctors in general 
practice and of substantially more than 2 per cent in the hospital service. 
The actual rate of increase in the hospital service has averaged 3 per cent 
over the past five years and the overall target has therefore been met; but 
the increase in general medical practitioners has averaged only 1 per cent 
and has not been enough to reduce the average list size to the level—2,250 
patients—on which the overall target was based. However, the current 
average list size—2,290!—is close to this target and, if the present trend of 
increase in the number of general medical practitioners continues, it should 
be reached in the next few years. In addition, a substantial increase in the 
number of doctors in general practice and in the hospital service will be 
required in the future to provide for child health care: part of this demand 
will be met by existing community health medical staff (paragraph 67). 


8. Within the hospital service itself, the target set for the annual growth 
in the number of consultants was 4 per cent for the ten years from 1968 and, 
for junior hospital doctors, just above 2 per cent. The aim was to achieve 
a suitable balance between the training grades and the career grades by 1978. 
In practice, since these targets were set, the annual increase in the number 
of consultants has exceeded 4 per cent in one year only (1973) and the average 
is 3-4 per cent. In contrast, the average annual increase in the number of 
junior hospital doctors over the same period has been 5:5 per cent. The effect of 
failing to meet the target for the consultant grade (the career grade) and of 
exceeding it for the training grades is that a serious structural imbalance has 
developed between them. However, since nearly half of the growth in the 
number of junior hospital doctors is attributable to overseas doctors, most 
of whom come here for training only, and the position in relation to British- 
born doctors is reasonably balanced at present, it should be possible to reduce 
the average age on appointment as consultant in the next few years. 


9. Nevertheless, even after allowing for wastage, for the expected growth in 
the number of consultant posts, for the increasing proportion of women doctors 
(who on average make their contribution over a shorter period), and for move- 
ment into general practice, the present total number of British-born doctors in 
the training grades would remain higher than is needed, in theory at least, 
to sustain the current number of career posts if the average age for promotion 
to consultant were reduced as low as 32 or 33 years. In addition, there are 
almost as many overseas-born doctors in the training grades as British-born 
doctors. But notwithstanding this, there are some signs—notably the long 
hours of duty of junior hospital doctors—that the demand for junior medical 
staff in the hospital service is not yet satisfied. It becomes increasingly 
important to resolve these apparently conflicting requirements. The Royal 
Commission on the National Health Service has said that it intends to examine 
the medical career structure, and the special problems of overseas-born doctors, 
immigration and emigration, among other manpower problems?. 


‘At 1 October 1976, 
*The Royal Commission on the National Health Service, October 1976—‘‘The Task of 
the Commission”’. 
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Dental manpower 


10. The majority of dentists go into general dental practice on registration 
after graduating from dental schools at age 22-23. A few enter the hospital 
service where the staffing structure is the same as for junior hospital doctors. 
The assistant dental surgeon grade (a parallel grade to the medical assistant 
grade) is the only full-time career alternative to consultant! within the hospital 
service. Since 1974, the community health service has provided a third choice 
of career within the National Health Service. In it, dentists may serve either 
as dental officers or senior dental officers in clinical posts, or as district, area or 
regional dental officers in administrative posts. 


11. In Great Britain in 1975 there were 12,620 principals and 301 assistants in 
the general dental service; and 506 consultants, 163 senior hospital dental 
officers and assistant dental surgeons and 643 in the training grades in the 
hospital service. The estimated total number of NHS dentists (in whole- 
time equivalent terms) was 15,900; after excluding those in the community 
health service, this represents an increase of about 8 per cent since September 
1970. A further 2,577 were in the community health service. In contrast 
with doctors, a small proportion only of dentists in the NHS are overseas-born. 


12. Attention was drawn in the 1972 Report? to various indicators of the 
need to pay particular attention to the rate of recruitment to the dental 
profession, and the developments over the last five years have been reviewed. 
The number of places in the dental schools has continued to increase since 
1970, and nearly 950 places are now available; this is just short of the target 
of 1,000 places set by the Committee on Recruitment to the Dental Profession 
in 19563. There has been an encouraging increase in the number of applicants 
for places and in the educational standard of candidates. In 1970, there were 
just under one and a half applicants for every available place and 90 per cent 
of the candidates had three A-level qualifications: by 1975, the number of 
applicants for each available place had risen to just over three, and the pro- 
portion of successful candidates with three A-level qualifications to 98 per cent?. 
This is a significant and welcome improvement in the position reported in 
1972. At present, about 25 per cent of graduates are women: on average, 
women dentists work for about 10 per cent fewer years than men. If the 
present demand is maintained, there should be no difficulty in filling the dental 
schools with students of the right quality. 


13. The broad target accepted by the Committee on Recruitment to the 
Dental Profession for the number of registered dentists in the United Kingdom 
was 20,000, and it should be reached this year. The target was intended as 
a standard against which to assess the future graduate output, student intake 
and requirements of dental schools, and not as an assessment of the optimum 


‘Prior to 1966, the senior hospital dental officer and the general dental surgeon grades 
provided alternative career outlets, but both grades were closed in 1966 and only a very small 
number of senior hospital dental officers remain. 

?Report of the Review Body on Doctors’ and Dentists’ Remuneration, 1972—Cmnd. 5010, 
June 1972 (paragraph 18). 

3Report of the Committee on Recruitment to the Dental Profession: Chairman, Lord 
McNair—Cmad. 9861, October 1956. 

‘Table 9. 
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number of dentists needed to meet all future demands. The Dentists’ Register 
includes many dentists who have ceased to practice on account of age, or 
who have left the country after practising here for a period: about two-thirds 
of those on the Register are in active employment in the NHS. The ratio of 
population to dentist (principals and assistants) has declined slowly over the 
last five years from 4,416 in 1970 to 4,192 in 1975. The distribution has 
improved marginally over this period, but a substantial disparity remains 
between the ratio in the South of England, where it is well below average, and 
elsewhere in Great Britain, where it is well above average: if the ratio of 
population per general dental practitioner in the country were to be reduced 
to the lowest ratio in the regions—3,234—an additional 3,850 dentists would 
be required. 


Doctors’ workload 


14. Hospital doctors!. Between 1970 and 1975, the number of beds available 
each day for in-patients fell by 7-8 per cent, but the proportion actually 
occupied remained stable at around 80 per cent. Because the number of 
consultants increased, the number of in-patients? per consultant per year 
under care declined by a greater extent—20-4 per cent—from 618 to 492. 
Overall, both the number of in-patients and the number of out-patients? 
declined marginally over the five year period by 0-6 per cent and 1-5 per cent 
respectively, but per doctor fell to a somewhat greater extent by 20-4 per cent 
and 21-0 per cent respectively. But, because the average length of stay per 
patient has been reduced over the period—from 144 to 134 days for other than 
psychiatric cases—the number of in-patients treated provides a better measure 
of workload. The decrease in the length of stay reflects shorter provision 
for convalescence as an in-patient and reduces the doctor’s workload to a 
marginal extent only. The increase in the number of new accident and 
emergency cases who are more likely to require intensive care has been dis- 
proportionately large (8-9 per cent), but the number per doctor fell by 7.8 per 
cent. The reduction in the number of in-patients treated has been accompanied 
by a reversal of the declining trend of numbers waiting for treatment shown 
at the beginning of the period, and the number waiting for treatment has 
increased in each year since 1972: part of the increase in 1975 and 1976 may 
have been due to industrial action taken by hospital doctors, which also may 
have affected the numbers of in-patients and out-patients (paragraph 22). 


15. Very little firm evidence is yet available on the trend of duty hours. As 
noted in the 1972 Report, a survey conducted by the Regional Hospital Con- 
sultants and Specialists Association* in 1971 indicated that full-time consultants 
then spent an average of 38 hours a week on clinical work and a further 70-80 
hours on emergency call. A survey carried out in connection with the delibera- 
tions of the Joint Working Party that began discussions on a new consultant 
contract in 1974 (noted in the Fifth Report), found that the average amount 
of time spent on clinical work by a full-time consultant was just under 40 


‘Includes hospital dental staff. 

?As measured by deaths and discharges. 

3Out-patient attendances. 

‘Subsequently, the Hospital Consultants and Specialists Association. 
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hours a week, and that a further 24 hours was spent on other work (including 
teaching, domiciliary consultations and research) and 51 hours on-call. Neither 
of the surveys can be regarded as wholly representative (and neither is up to 
date): the 1971 survey covered about three-quarters of all consultants only 
and the response was relatively low, and the figures indicated by the 1974 
survey have not been validated. Limitations and qualifications apart, it is 
of interest that the surveys themselves provide no evidence of a significant 
change in hours of duty between 1971 and 1974. 


16. Two surveys of the hours of work of junior hospital doctors have been 
carried out: the first! in 1968 by the Management Services branch of the 
Department of Health and Social Security and the second in 1975 by the 
Health Departments on the Review Body’s behalf. But again neither survey 
can be considered sufficiently representative: the first covered a very small 
number of doctors only and the second had a poor response. The average 
hours of duty disclosed by these surveys (88 and 86 hours a week respectively) 
in any case do not show a significant trend. On the other hand, information 
that is available on the number of units of extra duty allowance paid since its 
introduction in 1970 to the time of its replacement in 1976, shows a marginal 
decrease in the average claimed per doctor over the period to July 1974 when 
the threshold for payment was lowered from 102 to 80 hours a week, and a 
small increase over the period since then. The extra duty allowance informa- 
tion also casts doubt on the figures of average weekly duty hours obtained 
from the two surveys, and suggests that the average weekly duty hours of all 
medical staff were somewhat lower than indicated by the limited information 
from the surveys. Following the introduction of the new contract for junior 
hospital doctors in February 1976, information has been provided on the 
number of 4-hour units of medical time contracted and paid for under the 
new system. After adjustment for the different basis of payment, the implied 
average weekly hours of duty are 87-9 hours (paragraph 26), compared with 
the estimate of average weekly hours of duty adjusted to be consistent with 
the audited information on extra allowance payments of 81-5 hours?, although 
most duty rosters have remained unchanged. This suggests that there has 
been little, if any, change in the hours of duty of junior hospital doctors over 
the period since 1968. 


17. General medical practitioners. The main indicator of workload for 
general medical practitioners is average list size. This has continued to fall 
slowly since 1970, when the average was 2,413 patients per general medical 
practitioner, in line with the increase in the number of principals in general 
practice, to 2,307 in 1975. This modest reduction in the average number of 
patients for whom each general medical practitioner provides generai medical 
services has to be seen also in the context of the increase—also small— in the 
proportion of older people in the population (65 years and over) who need 


All in a Working Day”: a report by thev Joint Working Party on the Organisation of 
Medical Work in Hospitals published in Noember 1971. 

?Review Body on Doctors’ and Dentists’ Remuneration, Third Supplement to Fifth Report, 
1975—Cmnd. 6406, February 1976 (paragraph 7). 
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more care. But, based on the latest information available on consultation 
rates!, the increase in the number of consultations per person that results from 
the change in the population structure does not seem to have been sufficient to 
offset the reduction in the number of patients per doctor stemming from the 
fall in list size. These statistics imply that in practice there has been a small 
overall reduction in the number of consultations per year per doctor of about 
5 per cent over the last five years, assuming that consultation rates have remained 
constant. However, there is some evidence of a limited nature (based on 
information from an annual survey of 2,000 doctors?) to show that consultation 
rates were nearly 3 per cent higher in 1975 than in 1970, and, based on this 
evidence, the number of consultations per year per doctor shows a small 
decline of about 2 per cent. 


18. Another indicator of workload is output as measured by gross income 
from individual fees and allowances per doctor on a constant fee basis. If 
allowances which are not directly related to the volume of general medical 
services work (for example, seniority allowances) or which are received only 
by a limited proportion of practitioners (for example, fees for dispensing 
and supply of drugs) are discounted, the figures for average output measured 
by gross income from the remaining fees and allowances indicate a marginal 
decline in general medical services work of about 2 per cent over the last four 
years. However, since the extension of the provision of contraceptive services 
in July 1975, family planning work by general medical practitioners has 
increased, the remuneration from which in most cases will have been more than 
sufficient to make up the decline in income from general medical services 
work, although in some cases at least there will have been some reduction 
in corresponding work (and remuneration) in private practice. 


19. The trend towards larger group practices has continued since 1970. The 
number of practices in England and Wales has fallen by 2:8 per cent (from 
9,786 in 1970 to 9,516 in 1975); the proportion of partnerships has remained 
relatively stable at around 60 per cent, but there has been a marked increase 
in the number of large partnerships of five principals or more. A _ large 
number of these doctors in partnerships of this size work in health centres 
provided by area health authorities. Working in group practices in modern 
purpose-built premises with a team of trained ancillary staff enables a much 
higher standard of primary medical care to be provided than is possible in 
most single-handed practices based on surgeries in the doctor’s own home. 
Between 1970 and 1975, the number of health centres in England and Wales 
has increased by 234 per cent from 212 to 707, and the proportion of all doctors 
working in them has risen from 5 per cent to 17 per cent. 


Dentists’ workload 


20. The rising trend of the 1960’s in the average number of courses of treat- 
ment carried out by general dental practitioners has continued. In 1970, 
1,986 courses of treatment per dentist were carried out compared with 2,332 
in 1975: this represents an increase over the period of 17 per cent. However, 


‘1973 General Household Survey. 
Carried out by Intercontinental Medical Statistics Ltd. 
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because courses of treatment vary and the pattern may change each year, 
a more realistic estimate of the increase in output is the rise in average gross 
earnings from fees at constant rates, and this is 2:3 per cent over the same 
period; this difference reflects an increase in courses of treatment for 
conservation and a fall in the number for extraction of teeth. In addition, 
hours spent on general dental service work have been declining, as revealed 
by the most recent inquiry by the Dental Rates Study Group: between 1967 
and 1973, they fell from 1,863 hours to 1,755 hours—an average reduction 
of 0-9 per cent a year. It is clear, therefore, that the increased output of 
general dental practitioners has been achieved by a rise in productivity and 
not by working longer hours. 


OFFICE OF MANPOWER ECONOMICS 
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TABLE 1 


Hospital medical and dental staff in Great Britain 1970-1975 and England and 
Wales 1975-1976 by grade and place of birth 


Number of staff in post at 30 September 


Great Britain Encland and Wales 
Grade and place. |\———_—_ ————]_——_——_—[——_—“_—__i—_—_—_— 
of birth Change Change 
1971 1972 | 1973 |1974@| 1975 1970- 1975 | 1976 | 1975- 
1975 1976 
per cent per cent 
All grades) 30,110 | 31,259 | 32,696 | 34,008 | 34,995 | 36,641 21:7 |31,611 | 32,466 2:7 
UK and Irish born| 20,974 | 21,897 | 22,675 | 23,217 | 23,687 | 24,720 17:8 | 20,744 | 21,489 3:6 
Born elsewhere 9,362 | 10,021 | 10,791 | 11,308 | 11,921 30:5 | 10,867 | 10,977 1:0 
Consultants 11,986 | 12,357 | 12,929 | 13,344 | 13,706 17-8 |11,923 | 12,328 3:4 
UK and Irish born] 10,332 | 10,617 | 10,924 | 11,383 |11,662 | 11,922 15-4 |10,258 | 10,550 2:8 
Born elsewhere 1,369 | 1,433 | 1,546 | 1,682 | 1,784 36:7 1,665 | 1,778 68 
Senior hospital 
medical and dental 
officers 613 576 442 356 324 |—51-6 262 155 |—40°8 
UK and Irish born 517 489 382 314 286 | —49-4 232 137 |—40-9 
Born elsewhere 96 87 60 42 38 |—63°8 30 18 |—40-0 
Medical assistants 
and assistant dental 
surgeons ee Alor Os beet dOut bya 2del il i41 26) e216 1,150. | 1,121. | —2:5 
UK and Irish born 845 873 843 898 984 | 24-7 768 734 | —4-4 
Born elsewhere 382 406 413 423 428 15:1 382 387 1:3 
Senior registrars D272 | 2.4530 be 256234.) 12,703 fe 25852: |v 1 36°9 2,435 | 2,565 5:3 
UK and Irish born 1786 fol .887 | 2,013 | 2,040 | 2437 | 27:3 1,782 | 1,888 5:9 
Born elsewhere 486 566 610 663 715 76:5 653 677 3:7 
Registrars 5,862 | 5,924 | 6,067 | 6,059 | 6,457 13:5 5,266 | 5,408 2:7 
UK and Irish born 2,818 | 2,897 | 2,943 | 2,872 | 3,007 12-5 2,297 | 2,406 4:7 
Born elsewhere 3,044 | 3,027 | 3,124 | 3,187 | 3,450 14:3 2,969 | 3,002 1:1 
Senior house 
officers 6,036 | 6,728 | 7,554 | 7,992 | 8,618 53:0 7,838 | 8,093 3:3 
UK and Irish born 2,647 | 2,848 | 3,209 | 3,366 | 3,721 63-1 3,190 | 3,482 9:2 
Born elsewhere 3,389 | 3,880 | 4,345 | 4,626] 4,897 | 46-1 4,648 | 4,611 | —0°8 
House officers 3,109 | 3,238 | 3,090 | 3,161 | 3,224 5:2 2,690 | 2,741 1:9 
UK and Irish born ds Nal Pa ORS iu C0 aaa Coy 0) 0 had bau a oe 4:8 2,186 | 2,251 3-0 
Born elsewhere 575 603 688 658 593 6:8 504 490 | —2:8 


Source: Department of Health and Social Security 


(4) May be understated due to the reorganisation of the National Health Service at 1 April 1974. 
(6) Includes a small number of junior hospital medical officers (up to 1973) and ungraded staff. 
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TABLE 6 


Number of unrestricted principals in general medical practice and average list 
size by region: 1970-1975 


Year (1 October) Change 
Region® FO [hp SCOYS9TOR- 
1970 1971 1972 1973 1974 1975 1975 
per cent 
North: 
No. of principals 12315 17433 1,348 17357 1,301 1,321 | + 0-5 
Average list size 2,528 2,504 2,474 2,465 2,471 2,434 | — 3:7 
Yorks and Humber: 
No. of principals 1,919 1,938 1,959 1,958 2,023 2,044 | + 6:5 
Average list size 2,549 2,536 2,510 2,513 2,484 2,450 | — 3:9 
East Midlands: 
No. of principals ies! 1,367 1,386 1,433 1,524 1,533 | + 13-5 
Average list size 2,596 2,591 2,580 2,510 2,490 2,495 | — 3-9 
East Anglia: 
No. of principals 702 720 731 747 766 773 | + 10:1 
Average list size 2,336 2,313 2,321 2,309 2,282 2,302 | — 1:5 
South East: 
No. of principals 7,441 7,556 7,713 7,793 WISt 7,825 | + 5:2 
Average list size 2,427 2,408 2,367 2339 2,331 2,309 | — 49 
South West: 
No. of principals 15723 1,743 1,783 1,815 1,941 1,955 | + 13-5 
Average list size 2,241 2,244 2,224 2,211 2,189 2,188 | — 2:4 
West Midlands: 
No. of principals 2,004 2,047 Pa Gy 2,144 2171 2,187 | + 9-1 
Average list size 2,608 2,571 2,493 2,473 2,447 2,424 | — 71 
North West: 
No. of principals 2,644 2,670 2,738 2,750 2,736 2,739 | + 3:6 
Average list size 2,578 2,559 2,502 2,481 2,466 2,454 | — 4:8 
England: 
No. of principals 19,099 | 19,374 | 19,775 | 19,997 | 20,219 | 20,377} + 6-7 
Average list size 2,478 2,460 2,421 2,398 2,384 2,365 | — 4:6 
Wales: 
No. of principals 1,258 1,259 1,269 1,269 1,291 1,290 | + 2-5 
Average list size 2,192 2,203 2,197 2,207 2,189 2,193 —_ 
Scotland: 
No. of principals 2,604 2,619 2,678 2,699 2,745 2,797 | + 7:4 
Average list size 2,045 2,051 2,015 2,001 1,973 1,939 | — 5:2 
Great Britain: 
No. of principals 22,961 | 23,252 | 23,722 | 23,965 | 24,255 | 24,464] + 6:5 
Average list size 2,413 2,400 2,363 2,343 2 32h 2,307 | — 4-4 


Source: Department of Health and Social Security 


(a) Various boundary changes were made in 1974 principally in the North, North West, 
Yorks and Humber, and East Midlands regions so that the regional figures prior to that date 
are not directly comparable with those at later dates. 
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TABLE 7 


Number of principals and assistants in general dental practice and population per 
general dental practitioner by region: 1970-1975 


Region@) 


North: 

No. of principals 

No. of assistants 

Population per dentist 
Yorks and Humber: 

No. of principals 

No. of assistants 

Population per dentist 
East Midlands: 

No. of principals 

No. of assistants 

Population per dentist 
East Anglia: 

No. of principals 

No. of assistants 

Population per dentist 
South East: 

No. of principals 

No. of assistants 

Population per dentist 
South West: 

No. of principals 

No. of assistants 

Population per dentist 
West Midlands: 

No. of principals 

No. of assistants 

Population per dentist 
North West: 

No. of principals 

No. of assistants 

Population per dentist 


England: 

No. of principals 

No. of assistants 

Population per dentist 
Wales: 

No. of principals 

No. of assistants 

Population per dentist 
Scotland: 

No. of principals 

No. of assistants 

Population per dentist 


Great Britain: 
No. of principals 
No. of assistants 
Population per dentist 


Year (30 September ) Change 

ave igh Eh ees ab boa ets a 1970- 

1970 1971 1972 1973 1974 1975 
per cent 

487 + 92 
a) — 43-2 
6,391 —11-6 
802 + 16-0 
49 —-36°7 
5,640 —10-0 
534 + 20-2 
oT — 33-3 
6,144 — 78 
288 + 21-5 
12 — 58-3 
5,489 —10-0 
4,964 + 28 
204 mot a! 
3,309 are. Fe 
910 + 23-7 
37 —18-9 
4,024 —10-1 
808 + 21-0 
32 —59-4 
6,151 —15-2 
1,198 4. 9-8 
40 —65:0 
5,420 eee So 
9,988 | 10,162 10,587 + 99 
438 365 299 2 —47-0 
4,413 4,356 4,243 s — 65 
408 472 + 26-7 

9 16 + 55:6 
6,536 5,621 —20-5 
1,009 1,065 + 11:9 
84 81 — 34-5 
4,746 4,526 — 7:8 
11,405 | 11,592 | 11,911 | 12,124 | 12,383 +- 10-7 
531 462 421 396 321 —43-3 
4,516 4,460 4,377 4,322 4,624 — 7:2 


Source: Department of Health and Social Security 


(a)See footnote (a) to Table 6. 
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TABLE 10a 
Hospital workload statistics: Great Britain 1970-1975 


Change 
1970 1971 1972 1973 1974 1975 1970- 
1975 

thousands per cent 


Path 2:72 2:74 2°68 | — 46 
501 491 483 473 | — 73 


Number of NHS hospitals 
Available beds@ (4) 
All specialties 
In-patients 


Beds occupied daily 415 400 393 382 | —10-3 
Waiting list@)(@) 563 606 610 681 | + 12:2 
Discharges and deaths)! 6,028 6,207 6,278 6,158 6,219 5,994 | — 0:6 
Out-patients (/) 
New patients 9,279 9,319 9,336 9,353 9,246 9,119 | — 1:7 
Total attendances 38,095 | 38,678 | 38,795 | 38,944 | 38,972 | 37,542 | — 1-5 
Accident and emergency 
New patients 8,877 9,131 9,283 9,717 9,567 9,669 | + 8-9 
Total attendances 15,080 | 15,055 | 14,963 | 15,254 | 14,852 | 14,696 | — 2-5 
Non-psychiatric specialties 
In-patients 
Beds occupied daily 230 231 229 221 221 215 | — 65 
Waiting list 599 570 557 600 603 675 | 47 12:7 
Discharges and deaths 5,800 5,977 6,041 5,924 5,987 5,759 | — 0-7 
Psychiatric specialties 
In-patients 
Beds occupied daily 195 191 186 178 172 167 | —14-4 
Waiting list 8 8 7 6 6 7) —12°5 
Discharges and deaths 227 231 237, 234 Zoi 234 | + 3:1 
numbers 
Average length of stay in 
days 
All specialties 25-8 24:8 24-1 23-7 23-1 23:3 | — 9-7 
Non-psychiatric 
specialties 14-5 14-1 13-9 13-6 13-5 13-6 | — 6:2 
Non-psychiatric 
excluding geriatrics and 
units for younger 
disabled 10-8 10-4 10-2 10-0 9:9 10:0 | — 7:4 
Number on waiting list per 
100 beds available (non- 
psychiatric) 204 194 190 208 209 237 | + 16-2 
Number on waiting list per 
daily number of discharges 
and deaths 
(non-psychiatric) 38 35 34 37 37 43 | +13-2 


Source: Department of Health and Social Security 


(a) Staffed beds available daily including beds set up temporarily. 

(6) At 31 December for England and Wales and 30 September for Scotland. 

(c) Total of the daily numbers of in-patients for the year (at the night count) divided by the 
number of days in the year. 

(2) Total number of patients recorded on waiting lists excluding expectant mothers, deferred 
admission cases and patients already occupying beds in the hospital but waiting for admission 
to another hospital. 

(ce) All patients who have gone through the full admission procedure and who have sub- 
sequently been discharged or have died in hospital. 

(AMExcludes all accident and emergency work. 
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TABLE 10b 


Hospital doctors and dentists: indicators of workload—Great Britain 1970-1975 


Change 
1970 1971 1973 1974 1975 1970- 
1975 
per cent 
Beds occupied daily (all 
specialties) 
Average per consultant) 44 40 31 | —29-5 
Average per junior doctor) 27 25 19 | —29:6 
Average all doctors) 16 15 11 | —31:2 
Out-patients 
Average per consultant 3,903 3,666 3,083 | —21-0 
Average per junior doctor] 2,371 2,300 1,834 | —22-6 
Average all doctors 1,395 1,341 1,102 | —21-0 
Accidents and 
emergency (0) 
Average per consultant 1,545 1,427 1,207 | —21-9 
Average per junior doctor 939 895 718 | —23-5 
Average all doctors S52, 522 431 | —21:9 
Discharges and deaths 
(all specialties) 
Average per consultant 618 588 492 | —20-4 
Average per junior doctor 375 369 293 | —21-9 
Average all doctors 221 215 176 | —20-4 
Number of individual 
patients under care per 
year(@) 
Average per consultant 2,477 2,837 2,035 | —17:8 
Average per junior doctor} 1,505 1,466 1,211 | —19-5 
Average all doctors 886 855 727 | —17:9 


Source: Office of Manpower Economics 


(a) Based on the whole-time equivalents of hospital doctors and dentists at 30 September. 


(o)Senior hospital medical and dental officers with allowances have been included with 
consultants. Junior hospital doctors are defined as house officers, senior house officers, 
registrars and senior registrars and their equivalents for dental staff. All doctors includes 
dental staff, and also includes the grades not classified as consultants or junior doctors. 


(e) Averages are based on the total attendances for each year. 


(4) The figures for individual patients under care per year have been. derived by adding the 
number of discharges and deaths in a year to the number of new patients admitted as out- 
patients and as accident and emergency patients and dividing by the relevant number of 
doctors. The resultant total of individual patients per year is an approximation in so far 
as some accident and emergency cases become in-patients and are thus counted twice, while 
the numbers of new out-patients and accident and emergency patients will not include patients 
registered in the previous year. 
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TABLE 11 


General medical practitioners: number of practices of unrestricted principals by 
practice size and number of health centres: England and Wales 1970-1975 


Change 
1970 1971 1972 1973 1974 1975 1970- 
1975 
per cent 
Practice size (@) 
1 principal 4,244 4,152 4,044 3,901 3,849 3,746 | —11-7 
2 principals 2,509 2,440 2,338 2,295 adit 2,275) | 393 
3 principals 1,756 1,754 1,825 1,803 1,810 1,774 | + bl 
4 principals 808 876 918 959 976 9984 =2/23-5 
5 principals 302 310 352 384 413 436 | + 44-4 
6 or more principals 167 196 216 243 260 285 | + 70-7 
All sizes 9,786 9,728 9,693 9,587 9,579 9,516} — 28 
Average principals per 
practice Pa | Ze 22, 22 2:2 23 | oes 
Number of health 
centres (5) 212 304 409 520 636 707 | + 233°5 
Average principals per 
centre 5:7 §°5 5:5 5:4 5-4 5:5} — 3:5 


Source: Department of Health and Social Security 


(a) In practices where one or more partners provide restricted services or maternity medical 
services only, all partners have been counted when determining the practice size. Where 
two or more partnerships have common members, the practice size has been determined by 
counting the doctors as members of one combined practice. Figures relate to 1 October 
each year. 


(6) Figures relate to 31 December each year. At 31 December 1975, an additional 94 


health centres were under construction in England. Health centre practices are included 
in the practice size statistics shown above. 
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TABLE 12a 


General medical practitioners: consultation rates in Great Britain 1970-1973 


Morbidity Statistics from General Household Survey 
General Practice 


Average number of 


Age and sex consultations Average number of 
of patients ee) consultations 
. per person per person 
“hehe pts consulting 
1970-71 1970-71 1971 1972 1973 
Males 0-4 years 3-8 4-2 4:7 4:3 4:3 
5-14 1:9 3-0 21 2:3 2:1 
15-44 2:0 3:4 2°5 2:9 2:6 
45-64 3:0 5:0 3°5 37 3-9 
65-74 3°7 5:7 5-1 4-1 4:7 
iPr 4:5 6:5 7:0 6:8 5:8 
All ages 2:6 4-1 3:2 3°3 3:2 
Females 0-4 years 325 3-9 4-4 4-6 3-4 
5-14 1:9 3-0 2:1 1-9 2:0 
15-44 3-8 5-1 4-6 49 4-4 
45-64 = £39) 4:8 43 4-0 3:6 
65-74 3-8 5:8 5:4 4:8 4-2 
75+ 4/5 6:6 7:4 T7 5:7 
All ages 3-4 48 43 43 3-8 
All persons 3-0 4-5 3-8 3-8 3:5 


Source: Morbidity Statistics from General 
Practice 1970-71, and General House- 
hold Survey 1971, 1972 and 1973. 


(2)Relates to England and Wales. 


TABLE 12b 
General medical practitioners: average daily number of patient contacts‘) 
1965-1975 

2nd Quarter 3rd Quarter 4th Quarter Average 
35 34 a5 39D 
35 34 nf 35:8 
36 a, 35 35D 
ah 32 33 34-8 
35 30 38 34:5 
35 34 37 35°8 
33 32 32 32:5 
33 32 32 32°7 
SB 33 33 33:3 
36 34 36 35-4 
36 35 3 36:7 


Source: Intercontinental Medical Statistics Ltd. 


(a@)Based on the number of patient contacts over a year of a changing sample of some 40 
general medical practitioners per week. 
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TABLE 13a 


General dental practitioners: indicators of workload—Great Britain 1970-1975 


Change 
Type of treatment@ 1970 1971 1972 1973 1974 1975 1970- 
1975 

millions per cent 


Courses of treatment and 

cases of emergency 

treatment 22:7 24-0 PALS 26:9 28:1 29:4 | + 29-5 
Diagnosis (X-ray, 

examination and report) 23°6 24:9 26:1 27:5 28:8 30-2 | +28-0 
Conservation (filling, 


crowning, scaling, etc) 20-8 22:0 23-1 23-4 24:6 25:8 | + 24-0 
Extractions 3-8 4-0 4-2 4:2 4:2 Als histieTs9 
General anaesthetics 1-4 1:4 1:4 1:3 1:3 1:2} —14.3 
Dentures 
Supply 1:8 2:0 1:7 1:8 1:8 1:9 | + 5:6 
Repairs and additions 1:5 1:5 1:5 1-4 1:3 1:3 | —13-3 
units 
Average per dentist() 
Courses of treatment 1,986 2,067 2,142 ya 9H) 2,266 2,332 | +17:4 
Conservationtreatments| 1,821 1,895 1,940 1,931 1,985 2,043 | + 12:2 
Extractions 333 348 349 349 336 323 | — 3:0 
Supply and repair of 
dentures 290 300 267 258 250 248 | —14-5 


Source: Department of Health and Social Security 


(a)All items refer to courses of treatment the content of which may vary. 
()Excluding assistants. 


TABLE 13b 


General dental practitioners: fees at constant prices and percentage changes in 
“output” 


Estimated average gross earnings from fees at constant prices 
Year ending 


31 March Index Percentage change over previous year 
(1970=100) (change in ‘‘output’’) 
per cent 


Source: Dental Rates Study Group 


a 


TABLE 14 


Age distribution of the total population of the United Kingdom and related 
workload indicators for general medical practitioners: 1970-2001 


1970 1975 1981 1991 2001 
Population (thousands) 55-522 $6,042 56;252 58,214 59,853 
Index: Population 1970=100 
14 years and under 24-1 23-6 21:3 23-0 24:3 
15-64 years 62:9 63-3 65:1 66-7 68:9 
65-74 years 8-4 9-1 9:2 8-9 8-2 
75 years and over 4-6 5:0 S37 6:3 6:4 
All ages 100 100-9 101-3 104-8 107:8 
Males 48-6 49:2 49-4 51-4 53-0 
Females 51-4 51-8 51-9 53°5 54:8 
Index of population weighted 
by capitation fees at April 
1975 rates ©) (1970=100) 100 101-3 102:1 105-7 108-4 
Index of population weighted 
by consultation rates per age 
group© (1970=100) 100 101-2 102:3 106°4 108-5 


Source: Office of Population Censuses and Surveys 
and Office of Manpower Economics 


(@)The 1970 population figures are based on the 1971 Census but from 1975 onwards all 
figures are projections based on mid 1974 projection from the 1971 Census. 


(4)April 1975 capitation fees were for persons under 65 : £2:20 a year 
65-74: £2:90 a year 
75 and over: £3-55 a year. 


(Based on consultation rates from the General Household Survey 1973 (see Table 12a). 
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APPENDIX D 


DETAILED RECOMMENDATIONS ON AMOUNTS 
OF REMUNERATION 


The 1976 cash supplement will continue to be paid during the current year. 


Operative date 


1. The new levels of remuneration set out below should operate from 1 April 
1977. 


Hospital medical and dental staff 


2. All full-time hospital doctors and dentists other than those in the training 
grades (senior registrar, registrar, senior house officer, and house officer) 
should be paid a cash supplement of £208 a year. Full-time hospital doctors 
and dentists in the training grades should be paid a cash supplement of £105 
a year. The supplement for part-time staff should be pro-rata. Where a 
supplement is payable from other sources of employment in the National 
Health Service, the amount of the supplements from all sources should be 
restricted so that the total does not exceed the amount of the supplement 
payable to full-time staff. For hospital doctors and dentists in the training 
grades, the assessment of units of medical time to be contracted for should 
include any additional Class A or Class B units required to provide for the 
cover of annual and study leave of other doctors and dentists. The salary 
scales and the rates of Class A and Class B salary supplements should remain 
unchanged. 


3. The number of distinction awards should be increased as follows: 


Aplus... from 130 to 134 
A... ... from 487 to 500 
Be. ... from 1,390 to 1,431 
Cpa: .. from 3,135 to 3,277. 


The annual values of distinction awards should remain unchanged. 


4. Locum appointments in the hospital service of doctors and dentists who 
are not otherwise employed in the National Health Service should be paid 
a cash supplement according to the basis of their contract as follows: 


£4 a week; or 
36p a notional half-day; or 


40p a unit of medical time. 


The weekly and sessional rates (per notional half-day or unit of medical time) 
should remain unchanged. 
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5. General practitioners who work in general practitioner hospital units 
or who are employed as part-time medical officers or part-time general dental 
practitioners or who do occasional work in the blood transfusion service 
under terms and conditions of service detailed in paragraphs 89, 94, 107 and 
108 should be paid a cash supplement as follows: 


a. Payment to staff funds for general 
practitioner hospital units ... .»»  £2°70 per bed 


b. Payments to part-time medical £18-93 a year for each weekly 
officers at convalescent homes etc. half-day; £497 a year for one 
and for part-time general dental hour or less per week; £9-94 a 
practitioner appointments year for over one hour but not 

more than two hours per week. 


The payments per bed, the weekly “‘half-day’’ payments and the hourly payments 
should remain unchanged. 


6. Hospital practitioners should be paid a cash supplement of £18-93 a year 
for each weekly notional half-day. The salary scale should remain unchanged. 


Ophthalmic medical practitioners 


7. All ophthalmic medical practitioners should be paid a cash supplement 
of 4-2p per sight test, subject to a maximum of £208 a year. Where a supple- 
ment is payable from other sources of employment in the National Health 
Service, the total amount of the supplements from all sources should be 
restricted so as not to exceed £208 a year. The net remuneration element 
in the ophthalmic medical practitioner’s fee should remain unchanged. 


General medical practitioners 


8. All principals who provide unrestricted general medical services and who 
are in receipt of a full basic practice allowance, should be paid a cash sup- 
plement of 5 per cent of earnings, subject to a minimum of £130 a year and a 
maximum of £208 a year. Principals who are in receipt of a partial basic 
practice allowance should be paid a supplement pro-rata to the amount of 
basic practice allowance payable, except those who are also in receipt of Type A 
or Type B initial practice allowances or inducement payments, who should 
be paid the full supplement. Where a supplement is payable from other 
sources of employment in the National Health Service, the total amount of 
the supplements from all sources should be restricted so as not to exceed 
£208 a year. 


9. The full rate of basic practice allowance should be increased from £2,575 
to £2,595 a year; the proportional rate and the leave payment should be 
increased pro-rata. 


10. The allowance for the employment of a full-time assistant should be 
increased as follows: 


Ordinary level ae ... from £1,075 to £1,115 a year 
Where the principal receives 
the designated area 
allowance... x ... from £1,500 to £1,555 a year. 


72 


11. Standard capitation fees should be increased as follows: 
Patients under 65... ... from £2-35 to £2-45 a year 
Patients aged 65 to 74 ... from £3-25 to £3-30 a year. 

The fee for patients aged 75 and over should remain unchanged at £4-00. 


12. The maximum payment for trainee’s salary and board and lodging under 
the trainee practitioners’ scheme should be increased by the full supplement 
of 5 per cent of earnings, subject to a minimum of £130 a year and a maximum 
of £208 a year. 


13. The maximum weekly rate of locum allowance should be increased from 
£80 to £90. 


14. Rural practices funds should be increased by 3 per cent. 


15. All other fees and allowances payable to general medical practitioners 
should remain unchanged. 


General dental practitioners 


16. All principals working in the general dental services whose net income 
from fees and allowances for general|dental services work is £4,500 or more a 
year should be paid a cash supplement of £208 a year. Those principals 
whose net income from general dental services work is less than £4,500 a year 
should be paid a supplement pro-rata to the amount of their net income. 
Where a supplement is payable from other sources of employment in the 
National Health Service, the total amount of the supplements from all sources 
should be restricted so as not to exceed £208 a year. 


17. The Dental Rates Study Group should recast the scale of fees so as to 
provide for the increase in expenses likely to be incurred in the year beginning 
1 April 1977 over the provision made in the previous year. 


18. All full-time salaried health centre dental practitioners should be paid 
a cash supplement of £208 a year. The supplement for part-time staff should 
be pro-rata. Where a supplement is payable from other sources of employment 
in the National Health Service, the total amount of the supplements from 
all sources should be restricted so as not to exceed £208 a year. The salary 
scales should remain unchanged. 


Community doctors and dentists 


19. All full-time community doctors and dentists should be paid a cash 
supplement of £208 a year. The supplement for part-time staff should be 
pro-rata. Where a supplement is payable from other sources of employment 
in the National Health Service, the total amount of the supplements from all 
sources should be restricted so as not to exceed £208 a year. The salary 
scales for community medical and community dental staff should remain 
unchanged. 
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BRITISH MEDICAL ASSOCIATION 
TAVISTOCK SQUARE LONDON WCIH 9IP 


Telephone: 01-387 4499 Secretary: E, Grey-Turner 
Telegrams: MEDISECRA LONDON WCIH 9JP NSE AIS Aged DSS eie Se 


Your Reference 


Our Reference GHP/VH 


45 June 19/77 


TO: MEMBERS OF THE NORTH-WEST THAMES REGIONAL COMMITTEE FOR 
HOSPITAL MEDICAL SERVICES 


It has been decided to call a special meeting of the CCHMS to 
consider the report of the Review Body. Since it is not 
practical, owing to shortage of time, to call a meeting of the 
Regional Committee, it has been decided that members should 

let me have their views on the Review Body report by MONDAY 2? 
JUNGZ 1977 at the very latest, so that I can inform the CCnis of 
the kegional Committee's opinions. 


I particularly draw your attention to an article on the Review 
Body report by Mr A H Grabham, Chairman of the CCHMS, which will 
appear in the 18 June issue of the British Medical Journal. I 
think it would be useful if you could let me have your comments 
after you have had an opportunity to read this article. If you 
have not received a copy of the Review Body report, these can be 
obtained from the above address. 


W F MILLNER 
Honorary Secretary 


Registered as a Company limited by Guarantee. Registered No. 8848 — England. 
Registered Office — B.M.A. House, Tavistock Square, London WC1H OJP. 
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BRITISH MEDICAL ASSOCIATION 
TAVISTOCK SQUARE LONDON WCIH 9JP 


Telephone: o1-387 4499 Secretary: &}, Grey-Turner 
Telegrams: MEDISECRA LONDON WCIH 9}P MC TD MA MRCS ERCP 


Ce mp rere ot es ere esters tes ee 


From: R. V. Woods 


Assistant Secretary 


Re ee ent nem e e  e TA R U  R e R 


Your Reference 


Our Reference RW/KM 


April 1977 


Dear Mem>er 
I have pleasure in sending you a copy of the recently published 


report of the Review Body. As in previous years, in the interes 


ts 
of economy, we are not circulating copies of the profession's ay 
evidence but copies are available from the Secretary of the Nee se 
Association on request, 


It is obviously not possible at this early stage to comment, but 
the Report will be considered in detail by or on behalf of the CCHMS, 


Yours sincerely 


Assistant Secretary 


To; Members of Regional Committees for Hospital Medical Services 
in England and Wales, 


Members of Area Committees for Hospital Medical Services in Scotland, 
Members of the CCHMS, 
Members of the Medical Assistants Subcommittee, 


Members of the SHMOs Group Committee. 


Registered as a Company fimited by Guarantee. Registered No. 8848 — England. 
Registered Office - B.M.A House, Tavistock Square, London WCEM GIP 
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